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ABSTRACT 
The purpose of th is study is to conceptual ize qua l ity with in  a 
framework un ique to nurs ing ,  King's Interacting Systems.  Clarification of the 
concept with in  the metaparad igm and a nursing conceptua l  framework 
provides the understand ing of the domain and scope of nu rs ing necessary for 
professional autonomy. This d ifferentiation fosters the continued development 
of the d iscip l ine as wel l  as faci l itating col laboration with medicine and other 
health care d iscip l ines for the u ltimate benefit of the patient. 
Gadamer's ph i losophical hermeneutics involves a d ia log ical interaction 
between the whole and parts of the text and between the horizons of the text 
and the interpreter. I n  this research study, using d ialog ical interaction ,  King's 
( 1 981 ) A theory for nursing: Systems, concepts, process was approached 
with the q uestion :  What are the characteristics of high-qual ity nu rs ing care? 
Using the framework of Fawcett's ( 1 997) Structural H ierarchy of 
Contemporary Nursing Knowledge ,  the meaning and experience of h igh­
q ual ity nursing care is found in  the metaparad igm relational proposition that 
nu rsing is concerned with the nursing actions or processes by which positive 
changes in the person's health status are effected. 
F ind ings:  Performed in an interpersonal  field , nurs ing actions are 
influenced by the developmenta l  level of the personal system of each 
participant as wel l  as the conceptual characteristics of the larger social 
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system. Qual ity is an  experientia l  judgment emerg ing from the nurse-patient 
interaction and reflects both the un ique and shared values of the participants . 
As such it m irrors King's interaction-transaction model .  Goal atta inment 
provides measurable evidence of the qua l ity of the nursing care provided . 
Conclusion : Empathic understand ing , requ iring the nurse's self­
awareness and perceptua l  accuracy, gu ides commun ication d u ring the nurse­
patient interaction a imed at mutual decision-making regard ing actions lead ing 
to goal atta inment. Role and power influence mutua l ity , an  interdependence 
of nurse and patient, in decision-making . Goals and subsequent actions are 
reflections of the patient's values man ifested through nurs ing interventions. 
Appl ication : The fusion of the horizons of the text and the interpreter's  
s ituation in  today's health care environment resu lts in  a theory of h igh-qual ity 
nursing care from wh ich specific empirical ind icators may be developed . The 
theory supports the baccalaureate degree as entry level for professional  
nu rsing with recommendations regard ing curricu lum content; supports 
d ifferentiated practice care del ivery models ;  and identifies future research 
questions and problems. 
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The industria l ization of health care services, demonstrated by an 
emphasis on competitive costs , p laces increasing importance on the q ual ity 
of such care . Used as an adjective to describe the deg ree of the excel lence 
of prod ucts or services, quality can range from low (or non-existent) to h ig h .  
People freq uently assume that the use of the s ingle descriptive word quality 
without a continuum-locating mod ifier ind icates a h igh degree of excel lence 
for whi le cost is a clearly quantifiable variable ,  q ual ity is not. The Agency for 
Health Care Research and Qual ity (AH RQ) stated:  "At its most basic level ,  
h igh-q ual ity care is do ing the right th ing ,  at the right t ime,  in  the rig ht way, for 
the rig ht person" (Simpson, Osborne, & Eisenberg ,  1 999 ,  p .470). The authors 
immediately acknowledged that for this defin ition to have meaning ,  the 
adjective right must be defined . 
The problem l ies in  the fact that qual ity is not a s ing le ,  homogenous 
variable, but rather a complex construct incorporating values, bel iefs , and 
attitudes of ind ividuals involved in  a health care interaction .  For nursing , th is 
is compounded by the fact that the qua l ity of care is ( 1 )  intang ib le ,  man ifested 
and verified by the patient's experience; (2) of an ever-chang ing nature 
dependent on the specific care g iver and patient needs ;  and 
(3) d ifficu lt to control as production and consumption are inseparable (J un ,  
Peterson & Zsid is in ,  1 998,  p. 83) .  Nurs ing 's claim to be a profession 
becomes more tenuous if it cannot articulate what characterizes excel lent 
care and , conseq uently, continues to have d ifficu lty in  defin ing the role it 
p lays in  health care. 
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A d iscip l ine-specific defin ition of h igh-q ual ity care is essentia l  for 
nu rsing to ( 1 )  balance rig hts and responsib i l it ies; (2) establ ish and mainta in 
leg itimate professional autonomy; and , most importantly, (3) clearly define the 
scope of nursing in  such a way that it can be commun icated and understood . 
Nurses cla im "the rig ht to provide cl in ical ly appropriate , humane,  sensitive 
care" (Friedman,  1 988 ,  p. 259) wh i le patients claim the rig ht to receive "good­
qua lity care" (Redfern & Norman ,  1 990 ,  p .  261 ) .  Friedman ( 1 988) predicted a 
"b leak and threatening future" for health care providers who "do not take up 
q ual ity as a personal cause . . .  because i t  is an inherent part of thei r  pact 
with society" (p .263) .  Being the largest g roup of both providers and overseers 
of care , nurses are mora l ly responsible and legal ly l iable for its q ual ity (B lou in 
& Brent, 1 998 ;  Glen,  1 998a; Hogston ,  1 995a) . 
This responsib i l ity incorporates val idating the worth of the profession 
by measuring the impact of nursing interventions on patients' health (H igg ins ,  
McCaughan,  Griffiths & Carr-H i l l ,  1 992 ; Westfal l ,  1 984). Because regu latory 
and government agencies now focus more on outcome than process 
evaluation , nurs ing 's professional autonomy is threatened by the lack of 
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evidence specifical ly l inking nursing care to health status (Mitchel l ,  Ferketich , 
Jennings & American Academy of Nursing Expert Panel on Qual ity Health 
Care ,  1 998) . As Redfern and Norman ( 1 990) warned : 
It is not too fancifu l to conceive of health economists and other  experts 
constructing cost-effective packages of nursing care for patients who 
fal l  into predefined medical categories - severely curta i l ing autonomy 
of c l in ical nurses to plan care on an ind ividual basis (p.  26 1 ). 
On a more abstract and more vital level ,  the way nursing defines 
q ua l ity determines the very defin ition of nursing (Coulon,  Mok,  Krause & 
Anderson , 1 996;  Glen ,  1 998a). Before mentioning standards or deg rees of 
excel lence, the d ict ionary defines qual ity as an inherent, d istingu ish ing and 
essentia l  nature (Encarta World Engl ish Dictionary, 1 999) .  Qua l ity then refers 
to the scope of nursing - its view of real ity, its p lace in and relationship with 
society, and its un ique knowledge base. I ron ica l ly, the on ly overt conceptua l  
analysis of the construct quality found in  the nursing l iterature is based in  a 
framework adopted from medicine (Atree, 1 993) .  Whi le the model used does 
address mu ltifaceted d imensions of care (structure-process-outcome) , it is 
not g rounded i n  the primary concepts comprising nursing (person ,  
environment, health , nursing) .  As Fawcett ( 1 993a) noted : nu rsing focuses on 
the wholeness or  health of humans, whereas medicine focuses on the 
identification and treatment of disease (emphasis added) .  Ch inn 
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( 1 983) translated this d ifference into practice stating : 
Medicine focuses on surg ica l and pharmacolog ic interventions,  with 
interpersonal interactions being an adjunct to these interventions .  I n  
contrast, techn ical interventions are viewed in  nurs ing a s  being adjunct 
to the primary i nterpersonal interactions (p. 397) . 
I nqu i ry into the nature of qual ity can be said to be both an ontolog ical 
and ep istemological venture as it is a study of the natu re of nu rsing and of 
nursing knowledge. As such ,  it exp lores the substantive (conceptual) and 
syntactica l (methodolog ical) structures of the construct. The substantive 
structure specifies representative conceptual elements of the phenomenon , 
whi le syntactical structures assist in  val idation as they incorporate accepted 
ways of knowing , that is ,  empirics, eth ics , aesthetics , and personal 
knowledge (Carper, 1 992) . I ron ica l ly, Mahon ( 1 996) , couching a concept 
analysis of the q ua l ity outcome indicator patient satisfaction in Donabedian's 
model , noted the essential nature of a conceptual framework to any research :  
Most important for future research is the identification of  the 
conceptual framework that wil l hold the study together. From this come 
identification and defin ition of the facets or constructs . . .  to be 
measured , and variables for testing . When a study omits identifying 
concepts or  theories , and proceeds d i rectly to defin it ion or  variab les,  
the study loses viabi l ity for further use (p. 1 246) . 
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Yet, a review of nursing l iterature reveals that when it comes to clarifying the 
construct quality, nurse researchers and theorists have fai led to recog n ize the 
importance of exp loring their d iscipl ine's un iq ue knowledge base: nursing's 
conceptual models and theories. 
In a review of selected articles from 1 957- 1 978 a imed at defin ing h igh­
qua lity care, Chance ( 1 980) noted that frameworks developed by economics, 
management science ,  medicine, and ph i losophy gu ided nurse theorists and 
researchers .  In the same review Chance ( 1 980) cited on ly two instances of 
the use of nursing knowledge:  outcome categories derived from Orem's self­
care model and the use of Johnson's behavioral system to define hig h-qual ity 
care as an absence of compl ications. Desp ite an increasing emphasis on 
qua lity of care evidenced by a rapid ly growing body of l iterature ,  the 
derivation of g rand or  midd le-range theories of q ua l ity from nursing 
knowledge remains rare . I n  more recent l iterature,  the use of nursing 
knowledge to identify and define h igh-qual ity nursing care included on ly 
King's goal atta inment theory (Larrabee, Engle,  & Tolley, 1 995; Sowel l  & 
Lowenste in ,  1 994) , Henderson's defin ition of nursing (Pierce, 1 997) , and 
Neuman's five interdependent dynamic variables (Clark ,  Cross,  Deane , & 
Lowry, 1 99 1  ) . Because the majority of frameworks used to analyze the 
construct and develop theories are based in  d iscipl ines other than nursing , 
nu rses have yet to ag ree on the defin ing d imensions of q ua l ity or how they 
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should be measured . The meaning of h ig h-q ual ity nursing care remains 
e lusive because nurse scholars overlook or fai l  to recog n ize the s ign ificance 
of Chance's ( 1 982) observation : "Professional accountabi l ity or  q ua l ity of care 
is d i rectly l i nked to the use of nursing knowledge" (p.  63) .  
Purpose of the Study 
Man ifested throug h a h istorical concern with the health of society, 
nu rsing claims the health and wholeness of humans in interaction with the 
environment as its domain .  Thus, the experience of qua l ity emerg ing from 
this interaction clarifies its meaning in the d iscipl i ne's domain .  Models 
borrowed from other d iscipl ines do not lend themselves to clarification of the 
construct qua l ity as it pertains to nursing because they de-emphasize the 
wholeness of the person-environment interaction. The purpose of this study is 
to reconceptual ize hig h-qual ity nursing care with in a framework un ique to 
nu rs1ng . 
Development of Nursing Knowledge 
Knowledge is commonly defined as a general awareness or 
possession of information ,  facts , ideas, truths or princip les and an 
understand ing of the same gained through experience or study (Encarta 
World Engl ish Dictionary, 1 999) . Benol iel ( 1 987) stated that nursing 
knowledge is the organization of the d iscipl ine-specific concepts , theories , 
and ideas found in  textbooks and monographs, whi le knowing is the 
7 
ind ividual  nu rse's perceptual awareness of s ituationa l  complexities . Al l igood 
( 1 997) identified fou r  d istinct although overlapping eras of nu rs ing knowledge 
development beg inn ing in  the 1 920s with each era last ing approximately 
twenty years .  Named for thei r  predominant activity, they are the 
( 1 ) Curricu lum Era ( 1 920s-1 930s); (2) the Research Era ( 1 940s-1 950s); 
(3) the Grad uate Education Era ( 1 960s-1 970s); and (4) the Theory Era 
( 1 980s-1 990s). Preceding the twentieth-century eras identified by Al l igood 
( 1 997) is the time span that overlaps, if not encompasses , the Curricu lum Era 
- the N ightingale Era beginn ing in  the 1 860s. 
N ightinga le and Curricu lum Eras 
F lorence Nightingale's h istorical mission to the Crimean War battlefield 
removed nursing from the realm of rel ig ious orders and placed it fi rm ly with i n  
the social h istory of women . I n  Notes on  Nurs ing: What It I s  and What I t  Is 
Not she stated that s ince "every woman . . .  has, at one time or another  of her 
l ife , charge of the personal health of somebody . . .  every woman is a nurse" 
(Nig htingale,  1 859 ,  P reface) . Rutty ( 1 998) was later to describe the nu rsing 
knowledge of this Era as embedded in  the " intuitive, experientia l ,  s i lent 
knowledge . . .  women brought to nursing" (p .246). Of eq ual importance to 
the future of nurs ing ,  but seldom recogn ized even today, was N ight ingale's 
( 1 859) assertion that th is knowledge is "d istinct from med icine" (Preface) 
being concerned with the knowledge and management of the interaction 
between the person and the environment (Al l igood & Choi ,  1 998 ;  Ch inn  & 
Kramer, 1 998) .  Attempts to improve and assure the q ua l ity of nu rsing care 
began with N ightingale's collection and analysis of data regard ing wound 
infections and mortal ity rates during the Crimean War. Her actions led to 
reg ular evaluations of hospita l  medical and nursing care. These statistical 
analyses p laced an emphasis on empirical research that dominated until the 
late twentieth century. 
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The nursing leaders of these two Eras planted the seeds of the 
everlasting debate regard ing the appropriate ed ucational preparation of 
nu rses. The femin ine attribute of si lent intuition and the bel ief that nurses 
learn by doing formed their tra in ing into an apprenticesh ip consisting primari ly 
of delegated tasks based on the rules, principles and trad itions of medicine 
(Chinn & Kramer, 1 998) .  Those nursing leaders who viewed nurs ing as more 
than a craft never lost s ight of the fact that their practice was d ifferent from 
that of med icine and competed for control of nurse tra in ing .  U nfortunately, 
they competed mostly with each other. Baer ( 1 985) noted that d ifferent 
nursing leaders advocated d ifferent tra in ing methods reflecting their own 
ideals and each fought for acceptance by the larger nursing community. 
I n  a social c l imate favoring male-domination , physicians and hospita l 
admin istrators took increasing control of nurses' tra in ing (F igure 1 - 1 ) .  
"A TRAI:\ED :>:U<SE." 
A mcdicul swdmt's tml(eptiun ,�f "u trail1ed mnse," 1895. 
Fig ure 1 - 1 .  A medical student's conception of a "tra ined nurse , "  1 895 
Source: The advance of American nursing, (p.  1 45) , by P .  A. Kalisch and 
B .  J .  Kal isch , 1 995 ,  Ph i ladelphia ,  J .  B .  Lippincott. 
Physicians wanted tra inees (and g raduates) to obey - not th ink about - thei r  
9 
orders .  Hospita l admin istrators , interested in  keeping labor costs low, wanted 
the students at the bedside doing the work , not s itting in classrooms learn ing .  
Few g raduates of the programs were h i red by hospitals to  oversee the work 
of the trainees . The isolation of home-based private d uty rapid ly d i l uted the 
social ization into nursing produced during tra in ing (Malosh, 1 982) .  
Most appl icants accepted into tra in ing were drawn from the working 
class. Once g raduated and working private d uty, their p lace in  society 
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became ambiguous for they were considered neither fami ly member nor 
servant. On the other hand, nurses being groomed for leadership positions 
were recru ited from the better-ed ucated richer classes. When these leaders 
advocated more education for tra inees and g rad uates , they met g reat 
resistance from the larger body of g raduate and student nurses who could 
not afford (or d id not want) more ed ucation . They charged the leaders and 
the professional organ izations with el itism, argu ing that the heart of nu rsing 
was in  the craft of techn ical ski l ls .  Worried that more ed ucation would erode 
their power base, physicians supported the techn ical ro le.  Rather than 
faci l itating further ed ucation throug h bridge programs for d ip loma nurses , 
nursing leaders decided to wait them out, thinking that as the d iploma nurses 
left the workforce for marriage or retirement, they could be replaced with 
younger col lege-educated women. As Malosh ( 1 982) mourned : 
Embroi led in  confl ict over professional ization ,  both leaders and their 
opponents lost s ight of the larger meaning of women's ed ucation .  
Both could have learned from the counsel of Lavin ia Dock, an  early 
nu rsing leader, suffrag ist, and femin ist, who wrote in 1 90 1 : "The th ing 
of rea l  importance is not that nurses should be taught less,  but that 
all women should be taught more" (p. 76). 
N u rsing leaders who al igned themselves with physicians and admin istrators 
pushed for the continuation of the apprenticeship model . Hence, although 
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un iversal ly based in  the biomedical model , the elements and outcomes of 
tra in ing depended on its location .  Walker ( 1 97 1 , p. 430) identified two views 
of nursing knowledge:  ( 1 )  a conglomeration of basic science knowledge and 
(2)  the del iberate focusing of those facts on pertinent nurs ing endeavors. 
Nursing leaders advocating baccalaureate ed ucation in nursing settled for 
emphasizing the standard ization of what nurses needed to know (Al l igood , 
1 997) and how to teach it (Meleis, 1 983) .  
Research Era 
Although strongly influenced by post-World War I I  advances in  
b iomedical science and role changes prompted by increased use of 
technology, nurses never completely lost s ight of the fact that their practice 
was d istinct from that of physicians. They also witnessed how successfu l use 
of the scientific method and empirical knowledge increased and leg itim ized 
the status of medicine and other d iscipl ines (Edwards ,  1 999) .  This "received 
view" of empirical exploration - what Kidd and Morrison ( 1 988) labeled 
" learn ing through l istening to others" (p.  222) - and thei r  exposure to the basic 
and behavioral sciences in  their education and practice prompted the 
organ ization of pertinent concepts into the beg inn ings of a u nique body of 
nu rsing knowledge (Chinn & Kramer, 1 998;  Rutty, 1 998) .  Col laborating in  
cond ucting stud ies with experienced researchers from other  d iscipl ines, 
nu rses d iscovered information about themselves as a g roup.  Enthra l led with 
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the success of the method , nurses placed primary emphasis o n  the process 
rather than the content of the stud ies (Al l igood , 1 997; Meleis,  1 983) .  By the 
end of the Research Era ,  nurs ing had incorporated enough borrowed 
knowledge from the physica l ,  b io log ica l ,  and behaviora l  sciences to begin the 
move from vocation to profession (Abdel lah ,  1 969 ;  Al l igood , 1 997).  I n  
p ractice, this empirical knowledge contributed to the rise of hol istic nursing i n  
wh ich ind ivid ual ized care plans and the nurse-patient relationship were 
"considered instrumenta l in resolving the patients' problems and became part 
of the professional defin ition of nursing" (Boschma, 1 994, p .  328) . 
Graduate Ed ucation Era 
This transition from vocation to profession req u i red a clearer 
identification of nursing's contribution to health care. At a 1 962 World Hea lth 
Organ ization (WHO) meeting in Japan, nurse admin istrators found it beyond 
their capabi l ities to define "q ual ity nursing" and settled for stat ing :  "Qual ity 
nu rsing care is concerned with health as wel l  as with s ickness, and with the 
patient as a person. It emphasizes action and in itiative on the part of the 
patient" (Cameron ,  1 963,  p. 23). A year later F iesel ( 1 963) , a WHO advisor to 
Thai land , expanded this to say: 
Qual ity nursing is adapted to the needs of the patient; it is 
personal ized and individ ual ized care, and is concerned with the patient 
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as a person and not only as a d isease entity. Qua l ity nu rsing is patient 
centered and the patient's needs become the nurse's command 
(p .  4 1 ) . 
The idea that the defin ition of a d iscipl ine and the defin it ion of q ual ity 
are connected was not unique to nurs ing .  Donabed ian ( 1 980) noted that a 
primary step in  h is attempt to define qual ity in  medical care was the need to 
fi rst define " Medicine . "  H is model for assessing the q ual ity of medical care ,  
fi rst publ ished in  1 966, identified two major components of q ua l ity in  medical 
management: techn ical competence and interpersonal  re lationships.  A 
favorable balance of risks and benefits measured the techn ical component, 
whi le evaluation of interpersonal relationsh ips involved societa l values, 
professional eth ics, and patient expectations (Donabed ian ,  1 980) .  Refin ing 
these genera l  princip les led to a measurement approach (structure-process­
outcome) capable of yielding empirica l ind icators. It is the relationships 
between and among these measurable ind icators that faci l itated research i nto 
the defin it ion of qua l ity. As Donabed ian ( 1 980) explained : 
the structura l  characteristics of the settings in  wh ich care takes place 
have a propensity to influence the process of care so that its q ual ity is 
d im in ished or enhanced . S imi larly, changes in the process of care ,  
inc lud ing variations in its qual ity, wi l l  influence the effect of care on 
health status . . .  (p .  84) . 
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I n  th is model structural elements or variables include environmental 
factors , the physical plant and eq u ipment, organ izational  h ierarchy and 
cu lture ,  as wel l  as monetary and human resources . Process elements relate 
to the interventions a imed at meeting the patients' physical and psychosocial 
needs. Fal l ing with in  the category of outcome measurement are changes i n  
health status and  behavior as  wel l  as  provider and  recipient satisfaction with 
care rendered and received . Although devised specifica l ly to measure the 
qua lity of med ical care ,  Donabed ian's model has been adopted by health 
care admin istrators and non-physician providers ,  includ ing nurses, in their  
attempts to measure ,  contro l ,  assure ,  and improve q ual ity of care .  
The found ing of the Joint Commission for Accred itation of  Hospitals in  
1 952, publ ication of Donabed ian's model , and the onset of federal fund ing 
(Med icare ,  Medicaid) resu lted in  formal ization of practice standards a imed at 
increasing provider accountabi l ity. Qual ity Assurance (QA) , a p lanned and 
systematic process for monitoring and evaluating patient care ,  pr imari ly 
evolved into period ic aud its of functions, activities ,  or treatments deemed 
essential to provid ing qual ity care (Roberts & Walczak,  1 984). Examples of 
aud its include reviews of documentation of the providers' p lanning of care ,  
compl iance with the pol icies of med ication administration a s  judged b y  the 
number of errors and omissions, successfu l prevention of hospital-acq u i red 
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infections, and card iopu lmonary resuscitation outcomes. Thus q ua l ity was 
defined operationa l ly in terms of these measurable processes and outcomes. 
As Kitson ( 1 986) remarked : "The effectiveness of this system rests with the 
assumption that most practitioners know how to provide a q ua l ity service and 
can describe its main components" (p .  32) .  I n  practice, q ua l ity assurance led 
on ly to the identification of "bad apples , "  b laming ind ivid ual health care 
providers for measured variances of actual performance from the 
standard ized desired performance (Berman,  1 995;  Goonan & Jordan ,  1 992) . 
Wanting to articulate nurs ing 's contributions to health care ,  nurse 
researchers and scholars began to hunger for advanced academic programs 
lying solely with in  their d iscip l ine.  There was an explosion of interest in 
furthering nurs ing science through a commitment to the central goals and 
functions of nursing that requ i red knowledge not provided by medic ine or 
other d iscip l ines. With advanced ed ucation and continued success in  
q uantitative research methods came the rea l ization that no theoretical 
content had been circumscribed as un ique to nursing (Norris, 1 964) . Ph i l l ips 
( 1 977) explained how the lack of d iscipl ine-specific conceptua l izations 
impedes knowledge development: 
The evolution of nursing science as any young science is dependent 
upon knowledge borrowed from other d iscip l ines. There wi l l  a lways 
be a core of knowledge which wi l l  be used by a l l  the sciences . 
However, the process of borrowing theories and models from other 
d iscipl ines has hampered nurses in  learn ing how to ask q uestions 
wh ich are of specific concern to nursing or in  conceptua l iz ing how 
the borrowed knowledge is to be used to generate theory to expand 
nursing science (p .  4) . 
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Fol lowing the 1 965 American Nurses Association's formal identification of the 
need for nursing theory development, national conferences addressed theory 
development, the state of nursing science, and what content needed to be 
included in  nursing doctoral prog rams (Si lva & Rothbart ,  1 984) . With in  ten 
years the number of nursing doctoral programs mushroomed from 3 to 2 1  
(Al l igood , 1 997) . At the same time master's degree nursing prog rams 
matured in  both professional status and qual ity. 
Theory Era 
The expansion of d iscip l ine-specific academic prog rams faci l itated the 
sh ift in  emphasis from research methods to theory development. Fawcett 
( 1 983) identified four  hal lmarks of success from previous eras that catapu lted 
nursing into the Theory Era: ( 1 )  identification of nursing's metaparad igm; 
(2) publ ication of conceptual models specific to nursing; (3) derivation of 
un ique nu rsing theories from these conceptua l  models;  and (4) development 
of theories shared with other d iscip l ines. S imultaneous with the development 
of a un ique theoretical framework, nurse scholars moved into the area of 
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metatheory: the systematic assessment of nursing science regard ing the 
degree of maturity, comprehensiveness, and completeness of knowledge 
development (K im,  1 997) . To get a feel ing for the overwhelming amount of 
work done in  this area one need only look through antholog ies l ike N icol l 's 
( 1 986) Perspectives on Nursing Theory; Ornery,  Kasper, and Page's ( 1 995) 
In Search of Nurs ing Science; Kenney's ( 1 996) Phi losoph ical and Theoretical 
Perspectives for Advanced Nursing Practice ; and Pol ifron i  and Welch's 
( 1 999) Perspectives on Phi losophy of Science in Nurs ing .  
A concurrent increased emphasis on the management of  overa l l  health 
care q ual ity d id not substantia l ly contribute to nursing 's search for a 
d iscip l i ne-specific defin it ion. I n  the early 1 980s regulatory agencies began to 
stress the need for corrective action to fol low identification of unmet 
standards .  The emphasis sh ifted from blaming ind ividual  performers to 
understanding the causes of variances and correcting the processes involved 
in del ivering care (Berman,  1 995) .  Qual ity I mprovement (Q I )  prog rams 
analyzed structure and process fai lures and inefficiencies , thus a l lowing a 
systems approach to identification of and plans for achieving desired c l in ica l ,  
functional ,  and  perceived outcomes (Goonan & Jordan ,  1 992) . Crosby ( 1 980) 
expla ined q ua l ity management as a "systematic way of g uaranteeing that 
organ ized activities happen the way they are planned" and a "management 
d iscip l ine concerned with preventing problems from occurring by creating the 
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attitudes and controls that make prevention possible" (p .  1 9) .  
The mechan istic worldview epitomized by th is l inear model replete 
with causal ity and thus,  predictabi l ity proposed that the whole is no more than 
a sum of the parts . Deming , a world-renowned statistician ,  theorized that over 
90% of variances in q ual ity could be attributed to systems over which workers 
had no contro l .  The less variation in and among these parts , the better the 
whole. For Deming ,  q ual ity equaled un iformity resu lt ing in  customer loyalty 
and thus profit (Ag uayo , 1 990) . The ind ustrial QA/Q I model presented 
d ifficu lties when translated to hea lth care for the simple reason that it took the 
focus off the person and put it on the process. It 
de-emphasized the ind ivid ual variation of the person-environment interaction 
and the fact that perception of qua l ity depends on the ind ividual  person's 
experience. The QA/QI model does not take into account that it is from this 
subjective experience that qual ity emerges . De-emphasis of the wholeness of 
the person-environment interaction hindered clarification of the construct 
q ual ity as it pertains to nursing.  Ambig u ity of the perception of q ual ity itself 
kept the study of this interaction on the conceptual level with d i l ute effects on 
nu rsing practice. As recently as 1 999, Edwards stated that there is sti l l  "no 
consensus regard ing what practices constitute examples of 'good nursing'"  
(p .  568) . 
Relevant to th is lack of consensus and s ign ificant to this study is the 
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fact that the most recent development of nursing knowledge sh ifts the 
emphasis from epistemology to ontology. This sh ift resu lted from a g rowing 
recog n ition of  the l im itations of  the scientific method with its emphasis on 
empirical knowledge and devaluation of esthetic, eth ica l ,  and personal 
knowledge (Ch inn ,  1 985) .  Wainwright ( 1 997) clearly expla ined the d ifference: 
ontology is what exists; epistemology is how we know about it; and 
methodology is concerned with the ph i losoph ical assumptions underlying our  
research strategies. Conducting research with in  a specific nursing model 
req uires cong ruence between the phi losoph ical assumptions of the research 
methodology and the phi losoph ical assumptions (world view) of the model . 
Accord ing to Fry ( 1 992) ontolog ical issues involve d iscussions of whether 
nu rsing is a science , an art, or a presence while epistemolog ical q uestions 
revolve around the ways the nurse knows and the structure of knowledge. 
Fawcett's Theory of the Structure of Knowledge 
Recog nizing that observations are made with in  a conceptua l  and 
socioh istorical frame of reference and therefore ,  place value on al l  ways of 
knowing , Fawcett ( 1 997b) , a renowned and prol ific nurse metatheorist, 
advanced an epistemolog ical structural h ierarchy for nursing knowledge 
development. (Fig ure 1 -2) .  Her earl ier view of the l iterature on theory 
development revealed a consensus regard ing the central concepts of i nterest 
to nursing : person ,  environment, health, and nursing (Fawcett, 1 984). These 
COMPONENTS LEVEL OF ABSTRACTION 
Metaparadigm Most Abstract 
Conceptual Models 
Theories 
Empirical I nd icators Most Concrete 
F igure 1 -2 .  The Structural H ierarchy of Contemporary Nursing Knowledge: 
Components and Levels of Abstraction .  
Source. From The language of nursing theory and metatheory, (p. 1 1  ) ,  by 
I .  M .  King & J .  Fawcett, 1 997, I nd ianapol is ,  S ig ma Theta Tau .  
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g lobal concepts comprise the metaparad igm of nurs ing .  Bel iefs about the 
relationships between and among these concepts reveal ontolog ica l  and 
epistemolog ical worldviews reflected in the d iscipl ine's conceptua l  models . At 
the most abstract level ,  the metaparad igm del ineates the scope and 
boundaries of the d iscip l ine through identification of central g lobal concepts 
as wel l  as propositions regard ing thei r  relationsh ips. These proposit ions state 
that the d iscipl ine of nursing is concerned with :  ( 1 )  the princip les and laws 
that govern the l ife process, well-being ,  and optimal function ing of human 
beings,  s ick or wel l ;  (2)  the pattern ing of human behavior in  interaction with 
the environment in both normal and critica l s ituations ;  (3) the nursing actions 
or processes by which positive changes in  the person's health status are 
effected ; and (4) the wholeness or health of human beings in  continuous 
interaction with the environment (Fawcett, 1 995,  p. 7) .  
Metaparad igm 
A parad igm, as defined by Kuhn ( 1 970) , is a model or example that 
defines leg itimate research prob lems and methods for a d iscip l ine.  I t  is a way 
of looking at the subject, a perspective, a worldview (Menke,  1 990 ;  Newman,  
1 990) . Powers and Knapp ( 1 990) defined a paradigm as an organ izing 
framework conta in ing "concepts , theories , assumptions, bel iefs , values, and 
princip les that form a way for a d iscipl ine to interpret the subject matter with 
wh ich it is concerned" (p .  1 02) .  Accord ing to Fawcett ( 1 995) a metaparad igm 
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identifies a d iscipl ine's specific domain in  a parsimonious , perspective­
neutra l manner that is international in scope and substance. It is not as 
concrete or specific as a worldview. It identifies the d iscip l ine's phenomena of 
interest provid ing on ly broad abstract defin it ions. Phi losoph ical stances, 
assumptions, and statements flow from the relationsh ips between and among 
these central concepts to form the basis for conceptua l  models and 
subseq uent theories . A metaparadigm contains a d iscip l ine's parad igms 
(worldviews or d iscip l inary matrices) .  As El l is ( 1 982) expla ined : 
It is an abstraction usefu l for ordering and developing knowledge . . .  
It describes the key elements or concepts that in  combination create a 
perspective that defines the phenomAna that are of some interest for 
some purpose such as practice or research and theory development 
(p .  406). 
Whi le at fi rst appearing simpler than a parad igm,  it is actual ly on a h ig her 
level of complexity because it contains all possibi l ities . Those who ca l l  for 
g reater specificity of the metaparadigm miss this point. 
Determining the subject matter for research in  the d iscipl ine of nurs ing 
began with N ight ingale's 1 859 Notes on Nursing and continues today with 
theories derived from conceptual models. These models, shaped by 
ph i losophy, g ive evidence to the metaparadigm .  From the early 1 950s 
through the 1 970s, nurse scholars concentrated on developing a body of 
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knowledge un ique to  the d iscip l ine.  Analyzing the curricu la ,  research , and 
ph i losoph ical l iterature of this period led nurse metatheorists of the late 1 970s 
and early 1 980s to the identification of the focus of nursing (Carper, 1 992 ; 
Meleis , 1 986).  As Flaskerud and Hal loran ( 1 980) noted : "There is a 
consensus among nursing theorists on what nurses do ,  and it has not 
changed d ramatica l ly s ince Nightingale defined it" (p. 4). Their 
conceptual ization of nursing supported Donaldson and Crowley's statement 
that "nursing stud ies the wholeness or  health of humans,  recogn izing that 
humans are in  continuous interaction with thei r  environments . Nurs ing 's 
perspective evolves from the practical a im of optimizing human environments 
for health" (p .  1 1 9) .  Growing consensus among the ph i losophers and 
theorists of nursing led to Fawcett's ( 1 984) formal presentation of the 
metaparadigm concepts: person , environment, health , and nurs ing .  
Kuhn ( 1 970) noted that a period of normal science occurs when the 
commun ity of scholars with in  a d iscip l ine identifies a foundation for further 
research with the acqu isition of such a foundation denoting maturity. He went 
on to state : " I n  parad igm choice ,  there is no standard hig her than the assent 
of the relevant commun ity" (Kuhn ,  1 970 ,  p. 94) . I n itia l ly it appeared that this 
consensus existed i n  nursing . Deets ( 1 990) remin isced : 
Books on the nursing process were revised to i nclude the four  
concepts i f  they were not a l ready there ,  or to make the concepts 
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more prominent if they had been previously considered . The authors 
who purported to deal with nursing theory also revised their work to 
i l l ustrate how it add ressed the four  concepts if they had not previously 
done so (p. 1 49). 
Of course, not everyone ag reed then nor does everyone subscribe to 
this conceptual ization of the metaparadigm now. The main arg uments against 
acceptance involve lack of commonal ity in  defin itions and uti l ity (Brod ie ,  
1 984; Deets ; 1 990 ;  Newman ,  Sime, & Corcoran-Perry, 1 99 1  ) .  Fawcett ( 1 984) 
addressed these objections by pointing out that most d iscip l ines have more 
than one subcu lture and that these subcu ltu res are more restrictive than the 
metaparadigm .  In support of mult iple parad igms within a s ing le d iscipl ine, 
Kuhn ( 1 970) warned that reaching consensus regard ing a paradigm is not the 
same as determin ing shared rules. I n  other words, a metaparad igm can 
mean d ifferent th ings to d ifferent g roups of scholars with in a d iscipl ine without 
negating its val id ity. In a later work, Kuhn ( 1 977) replaced the word parad igm 
with "d iscip l inary matrix" defined as a "common possession of ordered 
elements of various sorts requ i ring specification" (p. 297).  Menke ( 1 990) 
rem inded us that " impl icit in the metaparadigm is the notion that there are 
existing parad igms or d iscipl inary matrices that are the nursing models" 
(p .  208) . 
Newman ( 1 990) , who defined parad igm as a worldview, postu lated 
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that the major q uestions to  be answered by nursing had someth ing to  do with 
health ,  but "the way the q uestion is asked and the answers we get . .  
depend(s) on wh ich parad igm of health is in  p lace" (p .  234). This early 
arg ument about concept defin ition flowed from the d iscipl ine's adherence to 
an empirica l ,  red uctionistic view of science. It reflected back to a time when 
nurse scholars bel ieved that they could and would find one theory to g u ide a l l  
p ractice and research (Gartner, 1 983 ;  Meleis,  1 983;  Menke,  1 990) .  As the 
syntactical structure of nursing expanded to va lue both q ua l itative and 
quantitative research methods ,  as wel l  as d iffering worldviews , and sh ifted 
from focusing on epistemology to focusing on ontology, d ivers ity became 
more acceptable ,  and to some, preferable.  
Another issue that fal ls with in the topic of discip l inary matrices involves 
whether or not the four  concepts are the correct ones. Conway ( 1 985) 
objected to the inclusion of nursing with in  the metaparadigm on the basis that 
the d iscip l ine itself could not be a concept. The issue here is the genera l  
defin it ion of a concept: is nursing a series of actions or  a d iscip l ine in  which 
knowledge is developed? In  1 980 Flaskerud and Hal loran d i rected : "Nursing 
theory must include the concept of nursing . . .  must explain and pred ict how 
nursing actions affect or interrelate with other concepts to produce a desired 
patient outcome" (p. 3). Fawcett ( 1 984) spoke of the relat ionships among 
person, health, and nursing as a process by wh ich change is effected" 
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(p. 85) .  In 1 992 she stated that nursing refers to actions taken by nu rses. I n  
1 995 she presented four  propositions based o n  the relationships among the 
concepts stating ,  "the d iscipl ine of nursing is concerned with the nurs ing 
actions or  processes by which positive changes in health status are effected"  
(p .  7) . Consensus regards the metaparad igm concept nursing as a process 
wh ich when interacting with the other three concepts a l lows the d iscip l ine to 
claim the knowledge as un ique.  
There was a move in the 1 990s to include the concept caring i n  the 
metaparadigm. But as Fawcett ( 1 995) pointed out, caring violates the 
req uirement of a metaparad igm by not being perspective-neutral and 
international in  scope . Even more tel l ing is its fa i lure to represent phenomena 
in  a parsimonious manner. Content analysis of defin it ions of caring found 
with in  the nursing l iterature identified five categories in  wh ich this concept 
res ides: ( 1 ) human trait; (2) moral imperative ; (3) affect; (4) interpersonal 
re lationship ;  and (5) therapeutic intervention (Morse, Solberg ,  Neander, 
Bottorff, & Johnson, 1 990).  The concept of caring l ies with i n  the broader 
metaparad igm concepts of person or nursing, its use being dependent on the 
theorists' worldview. In this sense, caring belongs to several subcu ltures, but 
not as a central concept. 
Critics and proponents of the metaparadigm have asked : What 
contributions wi l l  it make to the d iscipl ine? Clearly expla in ing its purpose, 
Rogers ( 1 970) wrote: 
Science is concerned with meanings rather than facts . A conceptual 
framework of reference is an ind ispensable prereq uis ite to the 
ordering of knowledge and to the formulation of meaningfu l 
propositions. An organized system of concepts further provides 
a repository for experiential observations which can enrich the 
conceptual system in the continu ing search for systematic 
relationships among a range of phenomena (p. 83) .  
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Although ag reeing with Donaldson and Crowley (1 978) that the d iscip l ine of 
nursing must be connected to and defined by social re levance ,  Newman et a l .  
( 1 991 ) den ied that the proposed metaparad igm concepts were related and 
stated that the lack of  such a relationship prevented their ra is ing the 
"ph i losophic issues or scientific questions that stimulate inqu i ry" (p .  2). Yet 
nu rse theorists and researchers continue to d iscover patterns of interaction 
and complementary relationships between and among the concepts . 
Although the metaparadigm itself cannot be tested empirical ly, it can 
and does g ive rise to ph i losophy and theory by examination and expl ication  
of the ind ividual  concepts and their relationship to each other with i n  a 
particu lar worldview. Along these same l ines, the concepts create a structu re 
i n  which to conduct val id analyses of existing and proposed nursing models 
and theories (Fawcett, 1 995) . Kuhn ( 1 970) identified the search function of 
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parad igms th rough articulation of the types of phenomena used i n  theory 
development. He defined the type most relevant to th is d iscussion as "those 
whose nature is ind icated by existing parad igms but whose detai ls can be 
understood on ly through further theory articulation" (p.  97). 
Identification of the metaparad igm of nurs ing resu lted from extensive 
analysis of work prod uced by the d iscipl i ne's scholars in the process of 
developing nursing knowledge. It d id not orig inate in the mind of any one 
ind ivid ual or group ,  but rather developed through consensus regard ing 
patterns and themes. The concepts are g loba l ,  inclusive , and perspective­
neutra l .  The usefu lness of the metaparad igm includes its functions as a 
standard tool for analysis of existing and future models and theories , as wel l  
as a source of  further ph i losoph ical and theoretical exploration of the 
concepts. The commitment to the metaparad igm ind icated by the degree of 
consensus regard ing its components denotes that the d iscip l ine is maturing 
and creating a body of normal science (Kuhn ,  1 970). Parad igms may sh ift,  
but the metaparad igm continues to be relevant. 
Conceptual Models 
Conceptual models reflect the ontolog ical and epistemolog ical c la ims 
about the nature of the central concepts and thei r  relationships.  These cla ims 
out l ine bel iefs about the nature of human beings and their interactions with 
the environment as wel l  as bel iefs about how knowledge develops. Ana lyzing 
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the l iterature deta i l ing the evolution of nursing's worldviews led Fawcett 
( 1 993b) to a parsimon ious set of three (F igu re 1 -3) :  ( 1 )  the reaction action 
worldview; (2) the reciprocal interaction worldview; and (3) the s imu ltaneous 
world view. 
Derived from the focus of the metaparadigm and gu ided by a 
ph i losophic worldview, a conceptual model is a set of concepts and 
propositions that provides a d istinctive perspective, but whose abstractness 
and g lobal nature precludes d i rect empirical observation and testing 
(Fawcett, 1 992) . Reflecting a "phi losophic stance, cog n itive orientation ,  
research trad ition ,  and practice trad ition of  a particular g roup of  scholars" 
(Fawcett, 1 992, p. 1 02) , conceptual models become the " logica l  nuclei for 
communities of scientists" (Fawcett, 1 984 , p .  86) .  With a focus on an 
approximation of rea l ity and a systematic structure ,  a conceptua l  model te l ls 
these nurse scientists how to observe and interpret the phenomena identified 
in the metaparad igm (Fawcett , 1 995) .  
Although nursing conceptual models have existed s ince 1 859 when 
Florence N ightingale publ ished Notes on Nursing: What It I s  and What It Is 
Not, it was not unti l  the 1 970s that the expl icit label conceptual model was 
applied to varying perspectives of nursing . Fawcett ( 1 995) identified seven 
conceptual models for nursing : ( 1 )  Johnson's Behaviora l  System Model ;  
(2) King's General Systems Framework; (3) Levine's Conservation Model ; 
The Reaction Worldview 
Human beings are b io-psycho-social sp i ritual beings. 
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Human beings react to external environmental stimu l i  in  a l inear, causal manner. 
Change occurs on ly for surviva l ,  as a conseq uence of pred ictable and 
contro l lable antecedent cond it ions. 
Only objective phenomena that can be isolated , defined , observed , and 
measured are stud ied . 
The Reciprocal Interaction Worldview 
Human beings are hol istic. 
Parts are viewed on ly in the context of the whole. 
Human beings are active . 
I nteractions between human beings and their envi ronments are reciproca l .  
Real ity is mu ltid imensional ,  context-dependent, and  relative. 
Change is a function of multiple antecedent factors. 
Change is probabi l istic and may be continuous or only for survival .  
Both objective and subjective phenomena are stud ied through quantitative 
and qua l itative methods of inqu i ry. 
Emphasis is placed on empirical observations, methodolog ical controls, and 
inferential statistical analysis. 
The Simultaneous Action Worldview 
Un itary human beings are identified by pattern .  
Human beings are in  mutual rhythmical interchange with their environment 
Human beings change continuously, evolving as self-organ izing fields. 
Change is un id i rectional and unpredictable as human beings move through 
stages of  organ ization and d isorgan ization to more complex organ ization .  
Phenomena of interest are personal becoming and pattern recog n ition . 
Fig ure 1 -3 .  Characteristics of Nursing's Worldviews 
Source . F rom "From a plethora of parad igms to parsimony i n  worldviews" by 
J. Fawcett, 1 993 ,  Nursing Science Quarterly, 6(2) , p .  58 .  
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(4) Neuman's Systems Model ;  (5) Orem's Self-Care Framework; (6) Rogers' 
Science of Un itary Human Beings; and (7) Roy's Adaptation Model 
(Table 1 - 1 ) . Constructed between 1 959 and 1 982 ,  the models are products of 
synthesis of knowledge from other d iscipl ines, interpretations of nursing 
l iterature ,  and reflection on the personal nurs ing experiences of the authors .  
They are the classics of nursing scholarship embodying the trad itions of  the 
profess ion .  Even though these nursing conceptual models are derived from 
one metaparad igm,  they are the d iscipl ine's parad igms or " incommensurable 
Table 1 - 1 .  Chronology of major nurse theorists and their  views on nursing 
Theorist Nursing is a(n) 
1 959 Dorothy Johnson - Human istic art and science 
1 967 Myra E. Levine - Therapeutic intervention 
- Science 
1 970 Martha Rogers - Human istic a rt and science 
- Interpersonal process 
1 97 1  Dorothea E. Orem - Humanistic art and science 
1 97 1  I mogene M.  King - I nterpersonal process 
1 976 Cal l ista Roy - Science 
1 982 Betty Neuman - Therapeutic intervention 
Source. Adapted from "Theoretical perspectives of nurs ing : A review of the 
l iterature , "  by P. A. H i lton ,  1 997 , Journal of Advanced Nursing, 26,  1 2 1 1 -
1 220.  
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ways of seeing the world" (Kuhn ,  1 970).  As such , each model determines the 
meaning of its constituent concepts and no two models can assig n the exact 
same meaning to a term (Suppe & Jacox, 1 985) .  Wh i le the models can not be 
reduced to one neutral language, they do deal with the same domain .  Thus ,  
the meaning of the concepts can be compared and contrasted through 
interpretive translations (Keg ley, 1 995). This interpretative translation ,  or the 
i nteractive prod uction of meaning , is the core strategy of hermeneutics, which 
primari ly focuses on texts as the object of research (Al len ,  1 995) .  I ndeed , 
Reeder ( 1 988) notes that one defin ition of hermeneutics "emphasizes 
d ia logue between worlds that are incommensurable and thus,  req u i re 
translation" (p.  1 96) .  
Sign ificance 
Conceptual iz ing qual ity with in  nursing's incommensurable worlds 
provides a d iscipl i ne-specific defin ition essential for nursing to ( 1 ) balance 
rig hts and responsib i l ities; (2) establ ish and maintain leg itimate professiona l  
autonomy; and , most importantly , (3)  clearly define the scope of nursing in  
such a way that i t  can be recog n ized , communicated , and understood . 
Because the frameworks used to analyze the concept are based in  
d iscip l ines other than nursing , nurse researchers and practit ioners have yet 
to agree on the defi n ing d imensions of q ua l ity or how they should be 
measured as evidenced by the d ivers ity of instruments and lack of repl icated 
studies. The meaning of h igh-q ual ity care as it pertains to nu rsing remains 
elus ive despite the fact that the person-environment interaction is wel l  
defined in  nu rsing conceptual models. 
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Clarification of concepts using a nursing lens a l lows rigorous 
development of nursing knowledge with log ica l  impl ications regard ing the 
d iscip l ine's role in  provid ing health care as it expl icates what nu rses know 
and why they do what they do (Fawcett, 1 997a; Reed & Ground , 1 997) . By 
conceptua l iz ing h igh-qual ity care with in  a nursing framework, nu rsing 
knowledge is d ifferentiated from that of med icine, resu lt ing in  theoretical and 
practical clarity necessary for the d iscipl ine's surviva l and g rowth. This 
d ifferentiation fosters the continued development of the d iscip l ine as wel l  as 
faci l itating col laboration with medicine and other health care d iscip l ines for 
the benefit of the ind ividual patient. F inal ly ,  cla rification of the concept with in 
the metaparad igm and conceptual models provides the understand ing of the 
domain and scope of nursing necessary for professional autonomy. 
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CHAPTER TWO 
DEF IN ING QUALITY: A REVI EW O F  TH E LITERATURE 
Because the purpose of th is  study is to conceptua l ize h igh-q ua l ity 
nu rsing care, the purpose of this l iterature review is three-fo ld :  ( 1 )  to ascertain 
the state of the science, that is ,  how nurse researchers answer the q uestion 
"What is hig h-qual ity nursing care?" ;  (2) what models have been developed to 
g u ide future research ;  and (3) to support this study's assumption that the 
inqu i ry into the nature of qua l ity is a study of the nature of nursing knowledge. 
Criteria for inclusion in  this l iterature review consisted of the expl icit purpose 
of defin ing q ual ity or a statement of the specific use or development of a 
model or  theory. 
A search of a l l  years of the computer base C INAHL identified both 
conceptual and research articles addressing the question : "What is h igh­
qua l ity nursing care?" A descendancy search of reference l ists and 
b ib l iog raph ies publ ished with these articles revealed further sources.  A hand 
search then was cond ucted on al l  volumes of select journals noted to publ ish 
a h igh number of such articles. These journals included I mage : The Jou rnal of 
Nursing Scholarship; Journal of Advanced Nurs ing; Journal  of Nursing 
Ad min istrat ion;  and Nursing Economics. I n  the course of this review, the 
researcher found that the same technique had been used on at least three 
previous occasions (Chance, 1 980; Lang & Cl inton ,  1 984; Redfern & Norman ,  
1 990) to summarize nursing research a imed at defin ing h ig h-q ual ity nursing 
care. In addit ion , the American Nurses' Association publ ished a synopsis of 
1 58 articles focusing on specific aspects of nursing qua l ity measurement 
(Rantz , 1 995) .  Although these articles were collected and read , this review 
emphasizes l iterature publ ished after 1 988 with the inclusion of some 
foundational l iterature of earl ier years . Articles from health admin istration o r  
q ua l ity management journals were included i f  the primary author was 
identified as a nurse. 
Nursing Research 
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The elusive nature of the defin ition of qual ity has long been noted. I n  
1 963 Cameron reported the inabi l ity of nurse admin istrators to define q ual ity 
as it pertains to nursing . Almost 30 years later, Frost ( 1 992) noted : 
From a research perspective , there is a need to develop methods to 
measure q ual ity care and outcomes of qual ity care. Beg inn ing studies 
that identify how a variety of vested ind ividuals and g roups define 
qua l ity care can provide a basis not only for instrument development 
but a lso for refinement of the defin ition of qual ity (p. 67) . 
The fol lowing review of the l iterature revealed three perspectives from which 
this construct has been stud ied : ( 1 )  from the perspective of a selected 
framework; (2) from the perspective of the patient; and (3) from the 
perspective of the nurse. 
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Perspective of Frameworks 
Despite a professed ph i losophy of hol ism and humanism, nurs ing has 
rel ied heavily on Donabed ian's industrial ly-derived structu re-process-outcome 
model even thoug h an analysis of  the construct conducted with in  this 
framework noted that no unequ ivocal appl ication or interpretation of q ua l ity 
emerges (Attree, 1 993) . Furthermore, despite the bel ief that these e lements 
are h igh ly interrelated , publ ished stud ies seldom have shown a relationship 
among a l l  th ree elements. Structural elements or variables included 
environmental factors , the physical plant and eq u ipment, organ izational 
h ierarchy and cu lture ,  as wel l  as monetary and human resources .  I n  recent 
nu rsing stud ies, these elements included the "hotel aspects" of the hospita l ,  
such as  noise levels ,  cleanl iness , food service, and parking (Doering ,  1 983 ;  
Komarek, 1 996) along with the avai labi l ity, type, and q uantity of  nurses 
(Eriksen ,  1 988 ;  Hogston ,  1 995b; Leveck & Jones, 1 996; M inn ick, Roberts , 
Young ,  Kleinpel l ,  & Mercantonio ;  1 997; Strzalka & Havens, 1 996) . 
Process elements relate to the del ivery of nursing interventions a imed 
at meeting the patients' physical and psychosocial needs.  Such variables 
included interpersonal ski l ls (Leino-Ki lp i  & Vuorenheimo, 1 993 ;  Meister & 
Boyle, 1 996; M ing Ho Lau & Mackenzie, 1 996), roles of providers (Hogston ,  
1 995b) , and  techn ical competence (Beaud in & Pel letier, 1 996;  Clark, 
Pokorny, & Brown , 1 996;  Eriksen,  1 988;  Leinonen, Leino-Ki lp i ,  & Kataj isto, 
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1 996; Meister & Boyle , 1 996) .  Past nursing l iterature extended outcome 
e lements from the patient's physiolog ic status post- intervention to the deg ree 
of compl iance with prescribed reg imens and behavioral changes (Ventura ,  
Fox, Corley, & Mercurio ,  1 982) . Adverse occurrences such as med ication 
errors , patient fal ls ,  skin breakdown , nosocomial infection rates ,  and death 
were identified as negative indicators of qual ity (Reed , B legen , & Goode, 
1 998) . Using these negative indicators in a work redesign study, Gri l lo-Peck 
and Risner ( 1 995) concluded , "that reassignment of tasks to nonprofessional  
careg ivers d id not show a decl ine in  qual ity related to patient proced ures" 
(p. 37 1 ) . Lynn and Moore (1 997) found these adverse occurrences , along 
with tradit ional volume indicators (such as length of stay) , un re l iable as they 
primari ly reflected the thoroughness of documentation and whole system 
efficiency, thus, "hav( ing) l ittle in common with either patients' or nurses' 
perceptions of qual ity care" (p. 1 9 1 ) . 
Also considered with in the category of outcome measurement was 
provider and recipient satisfaction with care rendered and received . However, 
satisfaction data were col lected using a mu ltitude of non-standard ized survey 
tools that rarely considered the patients' perspective. Furthermore ,  these 
tools underwent min imal  psychometric testing and provided no empirical l i nk  
between resu lt ing data and perceptions of q ual ity (Lynn & Moore, 1 997) . I n  
l ight of these find ings,  it wou ld seem that such ind icators cannot be used to 
define the essentia l  nature of nurs ing .  
Using an economic-focused model of the Donabed ian framework, 
researchers investigated how input (money and labor) changed output 
(satisfaction , compliance, health) .  This approach resu lted in  stud ies that 
positively l inked qual ity and efficacy with cost and outcomes ( I rv ine,  S idan i ,  
& Hal l ,  1 998a; Jones, 1 99 1  ) .  I n  this arena, qual ity "encompasses the 
e l imination of costly, unnecessary or inappropriate services whi le provid ing 
better c l in ical outcomes ,  fewer avoidable compl ications, and hig her cl ient 
satisfaction" (Meisenheimer, 1 99 1 , p. 41 ) .  
Perspective of Patients 
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From the patients' perspective, qual ity emerged from thei r  interaction 
with their nurses. Patients evaluated the nurses' attitudes and interpersonal  
behaviors when judg ing how closely their  experience matched thei r  
expectations. Expectations were specific to the ind ividual and i nfluenced by 
that ind ivid ual's values, ethnic and cu ltura l  backg round , as wel l  as past 
experience with the health care system (Greeneich , 1 993 ;  Larrabee et a l . , 
1 995; Larsson & Larsson , 1 999;  M inn ick et a l . ,  1 997; Nash et a l . ,  1 994; 
Peters ,  1 995) .  Moreover, med ia coverage of ris ing costs and d im in ishing 
resources as wel l  as d iscussion of the eth ics of managed care g reatly 
influenced contemporary patient expectations (Peters , 1 995) .  However, using 
the resu lts of patient satisfaction surveys as a measurable ind icator of qual ity 
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nursing care may not be rel iable because of the patients' desire to please, 
their dependence on the system and its providers,  fear of reprisals,  ignorance 
of d ifferent standards ,  or  low expectations (AI-Kandari & Ogundeyin ,  1 998;  
Pearson ,  Durant, & Punton ,  1 989) . An add itional weakness inherent in 
surveys consists of their  being composed by providers and thus reflecting 
only their criteria for defin ing h ig h-q ual ity care.  
P roviders identified techn ical competence as essential to h igh-q ual ity 
nu rsing care . However, recipients of the care considered competence a 
g iven .  Hence, it was not always a factor in their evaluation of the qual ity of 
care they receive (Beaud in & Pel letier, 1 996; Clark et a l . ,  1 996;  Doering , 
1 983;  Eriksen, 1 988 ;  Joiner, 1 996; Meister & Boyle, 1 996;  Varholak & 
Korwan ,  1 995 ;  Ventura et al . ,  1 982) .  I n  a related phenomenolog ica l study, 
Riemen ( 1 986) d iscovered "not once was an i l l-performed techn ical 
procedure mentioned as non-caring" (p.  33) .  I ndeed , provider emphasis on 
this aspect of care actual ly d imin ished the perceived qual ity of care (Price ,  
1 993) . F rom the patient's perspective, the nurses' attitudes and interpersona l  
behaviors most affected perceptions of h igh-qual ity care . That is ,  the 
perceived q ual ity of care increased when the nurse paid attention to the 
patients' concerns and anticipated their  needs with in  a relat ionship marked by 
m utual respect and trust (Abramowitz, Cote , & Berry, 1 987 ;  Leinonen et a l . ,  
1 996; Meister & Boyle, 1 996 ; M ing Ho Lau & Mackenzie, 1 996; Oermann ,  
1 999;  Price, 1 993) .  
A h igh ly va lued nurse behavior was the abi l ity and wi l l ing ness to 
commun icate with the patient and fam i ly (Doering ,  1 983 ;  Leino-Ki lp i  & 
Vuorenheimo, 1 993; Meister & Boyle, 1 993; M ing Ho Lau & Mackenzie, 
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1 996). Des i red communication included receiving information ( i .e . ,  l isten ing)  
as wel l  as  imparting information. I ndeed , for some patients l isten ing was more 
important because they expected and preferred to hear med ica l  detai ls from 
physicians (Leino-Ki lpi & Vuorenheimo, 1 993;  Price, 1 993) .  From a study 
conducted in an ambulatory setting , Oermann and Templ in  (2000) concluded 
that whi le patients expected their physicians to explain thei r  i l lness and 
treatment, they expected to receive health teaching from nurses. Their  
analysis of the data from that study ind icated an inverse relationship between 
ed ucation/economic class and the value placed on such teach ing .  That is ,  the 
more l imited the educational level and income, the higher the value the 
patient p laced on the nurse's teach ing role. Other attributes of the nurse 
valued by patients i ncluded ( 1 )  empathy (Hart, 1 996; Joiner, 1 996;  Meister & 
Boyle, 1 996; Price ,  1 993) ;  (2) rel iabi l ity (Hart ,  1 996; Jun  et a l . ,  1 998;  M ing Ho 
Lau & Mackenzie, 1 996); (3) responsiveness (Hart, 1 996 ;  Joiner, 1 996;  Jun  et 
a l ., 1 998) ; and (4) caring (Eriksen , 1 988;  Joiner, 1 996; Jun  et a l . ,  1 998 ;  
Ludwig-Beymer et  a l . ,  1 993). 
Perspective of Nurses 
Reflecting some of the same i nterpersonal behaviors noted by the 
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patients , nu rses cited the abi l ity to act i n  the best interest of the patients by 
meeting their spoken and unspoken needs as the primary ind icator of q ua l ity 
(Coulon et a l . ,  1 996;  Wi l l iams, A. M . ,  1 998) . I n  a recent q ual itative study, 
nu rse leaders easi ly defined qual ity as nurses anticipating patient 
expectations and performing activities that resulted in a d ifference in patients' 
l ives (Wi l l iams,  R .  P . ,  1 998). Thus, nurses defined hig h-qua l ity care by the 
success of their interventions, not the attributes of the interaction . 
Not only d id the two popu lations define and evaluate d ifferent 
d imensions of qua l ity in  these stud ies, the nurses often were m istaken in thei r  
identification of what d imensions patients valued (Larrabee et a l . ,  1 995; Lyn n  
& McMi l len ,  1 999 ;  Meister & Boyle, 1 996; Young ,  M inn ick, & Mercantonio ,  
1 996). Lynn and McMi l len (1 999) found that nurses consistently 
underestimated the importance of the physical environment, psychological 
aspects of care , and their own professional ism (defined as ded ication and 
efficiency) on the patients' perception of qual ity. Nurses were more i nterested 
in changes in physiological status and acqu is ition of d isease/treatment­
specific knowledge than in patient satisfaction .  Pierce ( 1 997) concluded that 
quality was "d i rectly dependent on the knowledge, ski l ls ,  ab i l it ies, efforts, and 
motivations of the patient" (p .  60) . 
Personal ,  professional ,  and organizational variables i nfluenced the 
nurses' selection of prerequis ites for qual ity care .  Necessary personal 
attributes included dedication,  cheerfu lness, tact, commitment, confidence ,  
s incerity, humi l ity , empathy, subtlety, and compassion (Coulon et a l . ,  1 996) . 
Nurse-valued behaviors included professional ism exhib ited through 
compl iance with p ractice standards and techn ical competence as wel l  as 
demonstrations of caring and commun ication ski l ls (Cou lon et al . ,  1 996; 
Hogston , 1 995b;  Lynn & McMil len , 1 999;  Wi l l iams, A. M . ,  1 998 ;  Wi l l iams, 
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R.  P . ,  1 998) . Several researchers concluded that qual ity was dependent on 
the amount of t ime avai lable for nurses to interact with patients (Leveck & 
Jones, 1 996;  Rudolph & H i l l ,  1 994; Strzalka & Havens, 1 996) . The less t ime 
avai lab le ,  the more stress the nurse experienced . More stress equated with 
lower q ua l ity care as it negatively affected the nurse's personal ity and 
competence thus compromising the effectiveness of interventions (Hogston ,  
1 995b;  Leveck & Jones, 1 996; Wil l iams, A. M . ,  1 998) . For some nurses, h igh­
q ual ity care was inextricab ly l inked to mainta in ing continu ity throughout 
m u ltiple ep isodes of care (Duffield , Donoghue, & Pelletier, 1 996; 
Wi l l iams, R. P . ,  1 998) . 
I n  a review of selected journal articles a imed at defin ing h igh-quality 
care publ ished from 1 957 throug h 1 978, Chance (1 980) noted frameworks 
developed by economics , management science, med icine, and phi losophy 
g u ided nurse theorists and researchers. A later review of 1 64 articles 
publ ished in  nursing journals between 1 97 4 and 1 982 noted : "Most of the 
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studies about assessment of qual ity assurance were at  the conceptual leve l ,  
the development of  models and standards ,  instrument development, and the 
s ing le case or institution and noncomparative study" (Land & Cl inton ,  1 984 , 
p .  1 52) .  The reviewers noted that the ambigu ity of the perception of q ua l ity 
itself kept the work on the conceptua l  rather than the practice level .  More 
recently, Frost ( 1 992) concluded : " In  that q ual ity is a mu ltifaceted concept, the 
current use of patient satisfaction ,  documentation of techn ical sk i l ls 
performed , and physical outcomes are not equivalent with qua l ity care ,  but 
merely aspects of this concept" (p.  67) . 
Summary of Nursing Research 
The fol lowing conclusions are offered from the review conducted and 
summarized above by this author. F i rst, despite a professed ph i losophy of 
h umanistic hol ism , nursing rel ies heavily on Donabed ian's industrial model 
developed d isregard ing the fact that it fa i ls to provide either an expl icit 
definit ion of or defin itive criteria for qual ity (Attree, 1 993) .  Second ,  from the 
patients' perspective, q ual ity emerged from thei r  interactions with their 
nurses . Patients evaluated the nurses' attitudes and interpersonal  behaviors 
when judg ing how closely their  experience matched their expectations.  Th i rd ,  
nurses judged qual ity by their ab i l ity to act i n  the best interest of the patients 
by meeting thei r  spoken and unspoken needs as evidenced by the success of 
nursing interventions .  Moreover, frequently used outcome ind icators (such as 
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adverse occurrences and cost-benefit analyses) are not solely and d i rectly 
related to nursing interventions and,  therefore ,  are not d iscip l ine-specific. 
Wh i le such ind icators may demonstrate whole system efficiency, defin ing 
h ig h-q ual ity nursing care requ i res that the nursing actions positively affecting 
the patients' health status be identified with in  a framework cong ruent with the 
d iscip l ine 's ontology. In other words,  the defin ition of h igh-qual ity care 
emerges from an interpretation of the d iscip l ine's conceptua l  models. 
Models and Theories 
Fawcett's ( 1 989, 1 993) analysis and evaluation method was employed 
wh i le reviewing the expl icit models and theories found in the contemporary 
professional l iterature . Such a process beg ins with understanding the 
d ifference between a model and a theory. A conceptual model is "an abstract 
and genera l  system of concepts and propositions" whi le a theory "deals with 
one or more relatively specific and concrete concepts and propositions" 
(Fawcett, 1 989, p .  27). The purpose of the theory, along with its level of 
abstraction ,  determines whether the latter is a grand theory or a midd le-range 
theory. Analysis of a model targets its orig ins ,  un ique focus, and content; 
whi le evaluation of the same focuses on comprehensiveness, log ical 
cong ruence , theory-generating abi l ity, and cred ib i l ity (Fawcett, 1 989) . 
Analysis of a theory examines its scope, context, and content; whi le 
evaluation considers interna l consistency, parsimony, and testabi l ity a long 
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with empirical and pragmatic adequacy (Fawcett, 1 993) .  The context of 
theories includes the relational statements regard ing the metaparadigm 
concepts (person ,  environment, health , nurs ing) ;  phi losophica l  assumptions ;  
and  worldviews . Content identifies other concepts and propositions of 
importance to the theory. 
Structure-Process-Outcome Framework 
By far the framework used most frequently in defin ing h igh-q ua l ity 
nursing care is that of the structure-process-outcome model adapted from 
systems theory and industrial management to medical practice . Although 
referred to as a "model ,  " this framework more closely fits Fawcett's defin it ion 
of a g rand theory. In it, Donabed ian ( 1 980) identified two major components 
of qual ity in med ical management: techn ical competence and interpersonal 
re lationsh ips. These general principles are refined further to the measu rement 
approach (structure-process-outcome) capable of yield ing empirical 
ind icators . It is the relationships between and among these measurable 
ind icators that faci l itate research into the defin ition of q ual ity . Although there 
is an abundance of nursing l iterature reporting research of the relationships 
among structure-process-outcome,  this aspect of the l iterature review focuses 
on expl icit instances of efforts made to reconceptual ize the concepts for 
nu rsing . 
Whi le N ielsen ( 1 992) accepted Donabed ian's framework, she felt it 
lacked the mora l  and caring d imension most important to nursing . The 
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pu rpose (sign ificance) of the model was "to provide a start ing point and 
common g round for the development of nursing knowledge related to the 
phenomena of qua l ity of care" (N ielsen , 1 992 , p .  65) . Using Meleis' method of 
theory development combined with concept analysis techniques, N ielsen 
worked with in  this framework to develop a nursing practice g rand theory 
based on her cl in ical observations and extant l iterature. Ph i losoph ica l 
assumptions supported by the l iteratu re included : ( 1 )  a l l  hea lth care workers 
want to provide q ual ity care;  (2) qual ity is value-based; (3) q ual ity is not 
inherent, but rather learned and managed ; (4) qual ity is measurable;  and 
(5) qual ity reflects consumer expectations. Although N ielsen d id not 
specifica l ly refer to the metaparad igm ,  all four  concepts were addressed 
with in operational defin it ions: patients/cl ients (person) ,  environment, 
outcomes (health ) ,  and processes for del ivery of care/caring (nurs ing) .  The 
theory itself never was expl icitly voiced despite the fact that propositions 
regard ing relationships among the concepts were clear, concise, log ica l ly 
stated , and testable. Use of the concept analysis techn iques provided 
"descriptive . . .  sal ient relational statements associated with the concepts of 
qual ity of care . . .  occasional value statements , attributes ,  and anecdotal 
examples" (N ielsen ,  1 992, p. 68) .  
In 1 993,  Attree publ ished a concept analysis of q ua l ity as it pertains to 
contemporary nursing based entirely with in  Donabed ian's framework using 
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structure-process-outcome as "predetermined elements against wh ich 
aspects of service are compared" (p.  361 ) .  Having laid this g roundwork, 
Attree ( 1 996) fol lowed with a proposed conceptual model of qua l ity hea lth 
care.  Elements of the model included : ( 1 ) structure-process-outcome criteria ;  
(2) perspectives (professional ,  managerial ,  socia l ) ;  (3 )  context/environment; 
and (4) time/era . For nursing , identified as a professional subgroup,  a 
supporting l iterature review revealed that the focus was placed on the 
process of provid ing care with some attention paid to outcomes. 
Relationsh ips between the attributes of qual ity , defined in  the earl ier 
publ ication , and perspectives of qual ity were proposed . Attree ( 1 996) noted : 
"When mapped against each other no s ingle criterion/attribute was identified 
as common to each perspective . . .  where these criteria corresponded , 
variations of emphasis on d ifferent d imensions, rather than substance, were 
recogn ized" (p .  22) . Therefore, she concluded "a single criterion wh ich could 
function as a composite indicator of 'Qual ity Care' does not exist" (Attree, 
1 996, p .  24) .  
Another nursing theory emerg ing from Donabed ian's work i s  the 
Nursing Role Effectiveness Model of I rvine, S idani  and Hal l  ( 1 998a).  This 
theory proposed specific relationsh ips of the independent, dependent, and 
interdependent roles of the nurse with patient outcomes and cost. Structural 
variables of the nurse (experience, knowledge, ski l ls) , organ ization (staff mix ,  
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workload , assig nment pattern) ,  and patient (health status, severity , morbid ity) 
were clearly stated .  Process variables involved the independent ,  dependent, 
and interdependent ro les of the nurse. Nurse-sensitive outcome variables 
g leaned from contemporary nursing l iterature were placed in  s ix categories: 
( 1 )  preventing compl ications; (2) c l in ica l  outcomes (symptom management); 
(3) knowledge of d isease and treatment; (4) functional health outcomes; 
(5) patient satisfaction; and (6) cost ( I rvine et a l . ,  1 998a) . Stated relational 
propositions included : 
( 1 )  Nursing's capacity to engage effectively in  the independent, 
dependent, and interdependent role functions is influenced by 
ind ivid ual nurse variables, patient variables, and organ izational 
structura l  variables. (2) Nurse, patient, and system structural variables 
have a d i rect effect on cl i n ical ,  functional ,  satisfaction , and cost 
outcomes. (3) Nurses' independent role function can have a d i rect 
effect on cl in ica l ,  functional ,  satisfaction ,  and cost outcomes 
( I rvine et a l . ,  1 998a, p. 6 1 ) .  
I n  a fol low-up article ( I rvine et a l . ,  1 998b) , the authors demonstrated how the 
theory g uides both the selection of ind icators for qual ity improvement 
programs and the evaluation of the effectiveness of newly designed nursing 
roles. As such , i t  demonstrated both empirical and pragmatic adequacy. 
On a h igher level of abstraction lies the Qual ity Health Outcomes 
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Model developed by M itchel l ,  Ferketich , and Jennings in  conjunction with the 
American Academy of Nursing Expert Panel on Qual ity Hea lth Care ( 1 998) . 
The model was another mod ification of what the authors termed the "time­
honored structure-process-outcome framework" (Mitchel l  et a l . ,  1 998,  p. 44) 
decreasing the l i nearity of the orig inal by emphasizing the importance of 
feedback. The authors proposed six research q uestions and noted that the 
model was "sufficiently broad (a) to gu ide development of databases for 
q ual ity improvement and outcomes management, (b) to suggest key variables 
in  cl in ical intervention research , and (c) to provide a framework for outcomes 
research and management" (M itchel l  et a l . ,  1 998, p. 43) .  Although the stated 
need to make the structure-process-outcome model more dynamic and less 
l i near reflected an attempt to embrace nursing 's ph i losophical stance, it also 
pointed out an impl icit awareness of model inadequacy. There was no expl icit 
referral to the metaparadigm concepts and no relational propositions included 
in  their proposa l .  
Competence and I nteraction Theories 
Although Donabedian ( 1 980) mentions interpersonal re lationships as a 
component of q ua l ity, Fosbinder ( 1 994) d id not mention h is  model in  what she 
described as an emerg ing descriptive theory of interpersonal competence. 
She used a review of med ica l ,  nursing ,  psychology, and sociology journals 
combined with an ethnog raphic study to l ink the defin ition of q ua l ity to a 
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theory of i nterpersonal competence. Constant comparison of the interview 
and observation data yielded four categories of nurse attributes d isplayed in  
interaction and valued by the patients : ( 1 )  translating ( i nterpreting and 
provid ing information); (2) getting to know you (humor and sharing persona l 
i nformation); (3) establ ish ing trust; and (4) go ing the extra m i le (Fosbinder, 
1 994 , p. 1 087) . Although not stated clearly as such, the propositions resu lt ing 
from this study were : ( 1 )  the patient's perceptions of q ua l ity care are related 
to i nterpersonal re lationships, and (2) personal interactions between 
careg ivers and patients sign ificantly influence patient satisfaction .  The smal l  
study sample accompan ied by homogeneous characteristics ( race, age, 
ed ucation) among the participants d id not permit general ization to a larger 
popu lation . 
Kasch ( 1 985) suggested that existing nursing models l ink theory,  
research ,  and practice more closely together by viewing nursing action as a 
form of social interaction .  Th is organ ismic, symbol ic interaction ist theory 
assumed ( 1 ) every person has a un ique pattern of knowledge and 
experience ;  (2) effective social interaction depends on the capacity of a 
person to understand the viewpoint of another; and (3) mutual goal atta inment 
depends on negotiation (Kasch, 1 985 ,  p .  226) .  Kasch ( 1 985) bel ieved that 
nu rsing was primari ly a communicative function: ( 1 ) el iciti ng and provid ing 
information ; (2) influencing attitudes, bel iefs , and actions ;  (3) comfort ing and 
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supporting ; and (4) bu i ld ing functional relationsh ips (p .  228). The theory 
proposed that conceptual izing nursing action as a process of social 
interaction leads to prescriptive midd le-range theories of negotiation and goal 
atta inment that may or may not be incorporated into existing models. 
Glen ( 1 998a) , l inking interaction and competence theories,  stated:  
"Qual ity cannot be assessed in  terms of performance referenced criteria ,  but 
on ly in  terms of personal qual ities d isplayed in the performance" (p .  4 1  ) .  
Assuming that ( 1 )  nursing is essential ly transactional a n d  (2) performance is 
affected by emotional and motivational states, she proposed that competence 
i nvolves the development of states appropriate to the nurs ing task.  Her theory 
emphasized the metaparad igm concepts of person and nu rs ing .  It is the 
rea l ization of human values in  social transactions between and among people 
that defines q ual ity and d ifferent defin it ions of qual ity determine d ifferent 
defin it ions of nursing . Four such defin itions were derived : nu rs ing as ( 1 )  labor, 
(2) a craft, (3) a profession , and (4) an art. G len ( 1 998b) later combined this 
theory with Harre's model of personal and professional identity to propose 
that professional learn ing is "a process of ind ividual ization and independent 
th inking and practice within changing professional or  social contexts" (p. 1 00) .  
The four  types of nursing defined earl ier were l inked with observable 
behaviors in  the bel ief that the key to q ua l ity nursing care was advancement 
to the practice of the art of nursing through personal development. 
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Ethical Frameworks 
Larrabee ( 1 996) used the resu lts of her q ual itative research into 
patients' perceptions of q ual ity (Larrabee et a l . ,  1 995) and her professional 
experiences to propose a hol istic framework to define q ua l ity. In th is model ,  
expectations and perceived outcomes define q ual ity based on thei r  value to 
the ind ivid ua l :  "Qual ity is defined as the presence of socia l ly acceptable,  
desired attributes with in  the multifaceted hol istic experience of being and 
do ing"  (Larrabee, 1 996, p .  356).  Qual ity ( 1 ) is value-laden; (2) is empirica l ly 
measurable as "perceived qual ity" ; (3) has degrees of desirab i l ity ; and (4) is 
influenced by role (Larrabee , 1 996, p .  356) .  Propositions demonstrated the 
relationship and interactions among beneficence, value,  prudence, and 
justice. Larrabee's work fits Fawcett's criteria for a conceptual model being 
"broad enough to engender midd le-range theories for nursing and hea lth 
care" (Larrabee, 1 996 , p. 357). Althoug h she d id not state expl icitly that the 
model g u ided her, Wi l l iams (R. P.) used Larrabee's defin ing characteristics to 
support the fol lowing defin ition of q ual ity aris ing from a 1 998 qua l itative study: 
Qua l ity nursing focuses on the patient as a un ique ind ividual  with 
specific needs.  I t  is care provided by nurses with cl i n ica l  competence 
and expertise. This care must meet patients' needs at or above 
accepted standards .  Qual ity nurs ing equ ips patients with knowledge 
and u ltimately makes a d ifference in their l ives (p. 263) . 
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Nursing Conceptual Models 
Reports of derivation of grand or m idd le-range theories of q ua l ity from 
nurs ing 's seven recog n ized conceptual models are rare.  Chance's ( 1 980) 
review of selected l iterature cited outcome categories based on Orem's self­
care model and the use of Johnson's behaviora l  system to define q ua l ity as 
an absence of compl ications. In more recent work, King's goal atta inment 
theory (Larrabee et a l . , 1 995; Sowel l  & Lowenstein ,  1 994) and Henderson's 
defin ition of nursing (P ierce , 1 997) i l lustrated components of q ua l ity nu rsing 
care. C lark, Cross, Deane and Lowry ( 1 99 1 )  incorporated Neuman's five 
interdependent dynamic variables (physiologic, psycholog ic,  sociocu ltura l ,  
developmenta l ,  sp iritual) in  a theory proposing the need to address spiritua l ity 
when defin ing qua l ity . 
Summary 
The l iterature review revealed that nurse theorists have eq uated 
defin ing qua l ity with defin ing nursing itself as evidenced by thei r  d iscussions 
of the person-environment interaction and its relationship with nursing 
activit ies . Those gu ided by Donabed ian's model found it necessary to 
incorporate s ign ificant modifications to attempt phi losoph ical cong ruence with 
the d iscip l i ne's ontology. These observations support the need for 
interpretation of q ua l ity with in  the structure of the nursing metaparad igm and 
conceptual models. 
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Imp l ications 
Because the frameworks used to analyze the concept and develop 
theories have been based in d iscip l ines other than nurs ing ,  nu rses have yet 
to ag ree on the defin ing d imensions of qua l ity or how they should be 
measured . Thus the meaning of q ua l ity as it pertains to nursing remains 
elus ive despite the fact that the person-environment interaction is wel l  defined 
in nursing theory. As stated above, inq u iry into the nature of q ua l ity is an 
ontolog ical and epistemolog ical venture as i t  stud ies the nature of nurs ing and 
of nurs ing knowledge. Therefore ,  i t  becomes the work of nurse ph i losophers 
to systematical ly order the d iscip l ine's bel iefs through clarification of concepts 
and description of practice actions. 
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CHAPTER TH REE 
TH E HERMEN EUTIC PROCESS 
Man ifested through a historical concern with the health of society, 
nu rsing claims the health and wholeness of humans in interaction with the 
environment as its domain .  Thus, the experience of qual ity emerg ing from th is 
interaction clarifies its meaning in  the d iscip l ine's domain .  The purpose of th is 
study is to reconceptual ize high-qual ity nursing care with in  a framework 
un ique to nurs ing .  The inquiry into the nature of qual ity is an ontolog ical and 
epistemolog ical venture as it stud ies the nature of nursing and of nu rs ing 
knowledge. Because nursing is capable of accommodating both science and 
h uman va lues, nurse researchers have the tools of ph i losophica l  inqu i ry as 
wel l  as empirics to answer those questions about truth and rea l ity 
u nexplained by trad itional science (Kikuch i ,  1 992; Watson ,  1 995) .  
Phi losophy 
Ph i losophy is the study of the nature of real ity (metaphysics) ,  the 
meaning of existence (ontology) , the nature of knowledge (epistemology) , the 
formal rules of thought ( logic), the standards of behavior (eth ics) , and the 
criteria of beauty (esthetics) (Edgerton ,  1 988;  Quinton ,  1 995) . Metaphysics 
(the u lt imate nature of things) and ontology (cla ims regard ing the nature and 
structure of being) are so closely identified as to be synonymous,  whereas 
epistemology is concerned with the orig in and structure of knowledge 
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(Rawnsley, 1 998) . To phi losoph ize , or do phi losophy, is to engage in  rational 
systematic reflection about the nature of the world ,  the justification of our 
bel iefs , and the cond uct of our l ives to satisfy our intel lectual desire for 
i ntegrated understanding (Fry ,  1 992 ; Gaut, 1 985;  Quinton ,  1 995 ;  Sarter, 
1 988) . Oxford ph i losopher Quinton expla ined the role of ph i losophy with in a 
d iscip l ine :  
Whenever there is a large idea whose meaning is in  some way 
indeterminate or controversia l ,  so that large statements in wh ich 
it occurs are hard to support or undermine and stand in  unclear 
logica l  relations to other bel iefs we are comparatively clear about, 
there is opportun ity and point for phi losophical reflection (p .  670). 
With in  ph i losophy exist special ized d iscipl i nes devoted to the pursu it of 
knowledge in specified fields from with in their own ontolog ical and 
epistemological worldviews . One such field is the phi losophy of science and 
one such worldview is empiricism encompassing positivism and post­
positivism. Positivism is the bel ief that real ity consists on ly of d iscrete , 
observable,  measurable, and verifiable phenomena independent of personal 
opin ion or  perception .  A foundational ist epistemology, th is "received view" 
on ly al lows scientific statements based on experience (observation) and 
confirmed by sensory data (experimentation) .  Verification al lows science to 
progress toward one certain truth . Trademarks of this worldview are 
objectivity, causal ity , induction ,  and predictabi l ity . The spatia-tempora l  
structure of scientific knowledge is l inear and sequentia l :  later theories 
incorporate earl ier ones and "justified truth ( is) bu i lt upon justified truth" 
(Kegley, 1 995,  p. 45) . Just as new theories bu i ld on old ones, so all science 
u ltimately can be red uced to physics and chemistry (Suppe & Jacox, 1 985) . 
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Dominant from the time of Bacon's ( 1 620) introd uction of empirical 
ind uction unti l  the 1 950s, positivism has g iven way to post-positivism, a 
worldview that accepts the existence of unobservab le phenomena.  The 
u ltimate goal of science is not restricted to objective explanation ,  but includes 
u nderstand ing through description and deduction (Weiss, 1 995) .  Total 
objectivity is impossible s ince all scientific statements include the bel iefs and 
values fundamental to ind ividual perception .  Therefore, mean ing (as wel l  as 
research problems and q uestions) depends on theoretical assumptions 
influenced by and contingent on the context of g iven circumstances. That 
contexts d iffer leads to a plural ity of theories Kuhn ( 1 970) described as 
" incommensurable ways of seeing the world and practicing science in  it" 
(p. 4) . Kuh n  d isputed the positivistic bel ief that science bu i lds toward an 
u ltimate truth by add ing new theories to old ones. Rather, he asserted that 
revolut ions d isrupt periods of "natural science" and replace the prevai l ing 
paradigm with total ly different and transformative parad igms.  Growth occurs 
th rough changes in a d iscipl ine's perspective and practice .  Although there 
needs to be a consensus regard ing the basic domain of a d iscip l ine ,  d ifferent 
conceptual izations may coexist and be compared without being translated 
i nto a neutral lang uage (Keg ley, 1 995) . 
Hermeneutics 
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A branch of ph i losophy named for Hermes the messenger of the Greek 
gods, hermeneutics began with the al legorical interpretation of Greek myths 
and proceeded into Bib l ical Scripture interpretation (Bruns ,  1 992 ;  Grond in ,  
1 994 ) .  The same techniq ue was used fol lowing the Protestant Reformation to 
determine the accurate interpretation of the Holy Word . Palmer ( 1 969) 
provided six modern defin itions (or approaches to) hermeneutics : ( 1 )  b ib l ical 
exegesis;  (2) a genera l  phi lolog ical methodology; (3) the science of a l l  
l ingu istic understand ing ;  (4) a methodological foundation of h istorical 
consciousness; (5) the phenomenology of existence and existential 
u nderstand ing ;  and (6) a system used to reach the mean ing behind myths 
and symbols. Of the three strong influences on modern hermeneutics , two 
(Scheielermacher and Di lthey) are concerned with epistemology whi le one 
(Heidegger) refined understanding ontolog ical ly. 
Both Scheielermacher ( 1 768-1 834) and Di lthey ( 1 833-1 9 1 1 )  advanced 
hermeneutics as a systematic method capable of achieving the objectivity 
valued by the natura l  sciences model. Scheielermacher set h imself the task of 
isolating and del ineating the procedures necessary to overcome the 
misunderstanding that automatical ly occurs when interpreting a text. He  
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stated that text must be interpreted from two points of view: ( 1 ) g rammatica l ,  
referring to  the usage of common language; and (2) techn ical or  
psycholog ica l ,  re lating to the author's style (Honderich , 1 995 ;  Reeder, 1 988) .  
For h im ,  on ly reproduction of the orig inal  author's meaning brings about 
u nderstand ing .  As Gadamer ( 1 989) noted : "What is understood is now not 
on ly the exact words  and thei r  objective meaning ,  but a lso the ind ivid ual ity of 
the speaker or author" (p .  1 86) in order "to understand a writer better than he 
understood himself' (p .  1 92) .  Di lthey, influenced by Scheielermacher's 
psychological point of view necessary for interpretation , extended 
hermeneutics to the understanding of al l  human behavior and products 
(Honderich,  1 995 ;  Palmer, 1 969) . He formal ized the epistemology of human 
sciences as a h istorical method stating , "A science belongs to the human 
stud ies on ly if its object becomes accessible to us through a proced ure based 
on the systematic relation between l ife , expression,  and understanding" 
(Pa lmer, 1 969,  p .  1 06) . Thus,  for h im,  the a im of reproduction was not the 
thoughts of the author, but the social-historical world in which he l ived 
objectified through written expression . Such a reproduction a l lowed a 
h istorical u nderstanding rather than an empirical explanation . 
Having stud ied Di lthey's hermeneutics and Husserl's phenomenology, 
Heidegger ( 1 889-1 976) proposed a renewed exploration of the q uestion 
"What is Being?" Dasein (German for existence, l iteral ly "being there") is h is  
conception of the human being aware of the possib i l ities of existence in  a 
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world with in wh ich he finds h imself a l ready immersed and from which he is  
inseparable.  Understanding is no longer a method for leg itim izing the h uman 
sciences , but rather a fundamenta l ,  future-oriented being-in-the-world 
operating with in  a whole (Palmer, 1 969).  Al l understanding is therefore 
tempora l ,  intentiona l ,  and historica l .  
Ph i losoph ical Hermeneutics 
Drawing from a l l  these influences , Gadamer advocated an ontolog ical 
approach (a process rather than a method) to understanding known as 
Ph i losoph ical Hermeneutics. Essential elements of this approach include the 
un iversal ity of the hermeneutic p roblem (or s ituation) and the central ity of 
language. The a im of Ph i losoph ical Hermeneutics is to " i l luminate the human 
context" (Linge, 1 976, p .  xvi i i ) ,  the mode of being-in-the-world , in  which 
u nderstand ing occurs .  
We are a lready immersed in  the world when we become aware of it . 
We make judgments about and assig n meaning to rea l ity before being aware 
of the continu ity and influence of h istory. Gadamer ( 1 976) cal ls these p re­
judgments and pre-understandings our forestructure ,  our p rejud ices, refuting 
the commonly accepted negative connotation of the word p rejud ice: 
Prejud ices are not necessarily unjustified and erroneous, so that they 
inevitably d istort the truth . In fact, the h istoricity of our existence entai ls  
that p rejud ices , in the l iteral sense of the word , constitute the in it ial 
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d i rected ness of o u r  whole abi l ity to experience. Prejud ices are b iases 
of our openness to the world .  They are s imply cond itions whereby we 
experience someth ing - whereby what we encounter says something 
to us (p. 9) .  
Recogn izing that we are h istorical ly s ituated , becoming aware of the 
"preconceptual operativeness of trad ition" (Gadamer, 1 997, p. 26) ,  hera lds 
the development of a h istorical ly affected and effective consciousness. Such 
consciousness leads to the real ization that our choices l ie not in  the 
uncontro l lable past but in  the imag ined possibi l ities of the future .  Our "present 
s ituation loses its status as a privileged position and becomes instead a flu id 
and relative moment in  the l ife of effective h istory" (L inge, 1 976, p .  xix) . We 
ach ieve what Gadamer terms a fusion of horizons, a transcendent 
understanding that becomes more than just a sum of two points of view. 
Recog nizing that we are formed by what is past and what we project into the 
future ,  we are unable to remove ourselves from the world in order to 
objectively study it. In other words ,  our part in l ife cannot be viewed except in  
relationship to the whole of the world itself. Nor can the whole be viewed 
without reference to our horizon.  We find ourselves on a journey around an 
unbreakable hermeneutic circle. 
The hermeneutic process takes place when an experience of 
transcendent fusion of horizons is put into words for communicating with 
others. Language is both the voice of the past in the present and the g round 
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in  which our prejudices are embedded (Linge, 1 976) .  As such , "understand ing 
is language bound" (Gadamer, 1 976, p. 1 5) .  Language is the med ium of 
understand ing .  Lang uage is not a tool that we pick up to do a specific job and 
put down when we are through doing it. Rather it is the whole expression of 
our being-in-the-world , our real ity . Language and understand ing are one and 
the same; both open to expansion dependent on situational context. 
Ph i losoph ical hermeneutics is the ontological framework for this study 
with the specific appl ication to text interpretation . In  th is  framework, the 
process of text i nterpretation involves reflective d ialogue and fusion of 
horizons.  The interpreter approaches the text with a genu ine q uestion ,  one 
that she has been thinking about, one that she real izes could have severa l  
answers. S ince she has not taken a stance that only one  of  these possib le 
answers is correct, the interpreter is not looking for proof or  val idation of a set 
point of view. Nor is she attempting to reconstruct the viewpoint of the author 
of the interpreted text. As the interpreter moves between parts (words ,  
sentences, paragraphs) and the whole (text) she engages in  a conversation 
with the text, a reciprocal d ialogue founded on questions and answers. 
As with any conversation surrounding a topic or question held in  
common , the ideas offered by one participant provoke ideas and questions i n  
the other participant. Gadamer ( 1 997) described the process of 
understanding when he defined d ia lectic as: 
. . .  the art of having a conversation ,  and that includes having a 
conversation with oneself and fervently seeking an understand ing 
of oneself. I t  is the art of th ink ing .  But th is means the art of seriously 
q uestioning what one real ly means when one th inks or  says this or 
that. In doing so, one sets out on a journey, or better, is a l ready on a 
journey . . .  Th inking constantly points beyond itself (pp .  33-34) .  
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The act of reading itself requires the interpreter to look for the meaning 
behind and beyond the actua l  words of the text (Gadamer, 1 989) .  In this way, 
the text asks questions of the interpreter. At the same t ime, the interpreter 
reflects on her own q uestions and answers lead ing to further d ialogue with 
the text. 
A genuine d ialogue is marked by its buoyant nature ,  being immersed in  
and carried along by the subject matter, that Gadamer ( 1 989) l ikens to 
playing a game. When we are introd uced to a game we expend conscious 
effort to learn the ru les, master the moves, and understand the purposive 
goal .  At this stage , playing the game feels awkward and stressfu l .  We know 
from experience that "p lay fu lfi l ls its purpose on ly if the player loses h imself in  
p lay" (Gadamer, 1 989,  p .  1 02) .  We beg in to enjoy ourselves when we qu it 
worrying about our performance and get caught up in  the repetitive "to-and-fro 
movement that is not tied to any goal that would bring it to an end" (Gadamer, 
1 989, p . 1 03) . I ndeed , despite successfu l ly reaching the goal ,  we may be 
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sorry that the game is over. 
The same state of transcending self-consciousness occurs in text 
interpretation .  Think  of the d ifference between studying for a m u ltiple choice 
chemistry test and writing an essay articulating a personal i nterpretation of a 
poem. I n  the fi rst instance ,  we know there wi l l  be only one acceptable answer 
to each q uestion .  We look to the text for those specific facts . We can pass the 
test by knowing those parts without ever understand ing the whole. B ut in the 
assignment of interpreting the poem, we look for the meaning in relation to 
not only the ind ividual words and thoug hts of the author, but in the context of 
our  past experience ,  present knowledge, and future hopes. If we l imit our  
interpretation to prescribed rules for analyzing poetry, we are viewing the 
poem as an object rather than a mode of being-in-the-world . We might as wel l  
be studying for the chemistry examination .  
To interpret the poem, to commun icate its meaning to  others , requ i res 
a gen u ine d ialogue. Engaging in  such a d ialogue changes our mode of being­
in-the-world by increasing our self-knowledge and self-understanding by 
fusing our horizon (perspective of real ity) with that of the text. It is this fus ion ,  
th is new and d ifferent perspective , that constitutes understanding .  The resu lt 
is not an understanding of how the text came to be or a reconstruction of the 
author's intent, but rather an understanding of how it appl ies to our  current 
s ituation ,  what Gadamer ( 1 989) cal led a "un ique co-existence of past and 
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present" (p .  390) .  
The Phi losoph ical Hermeneutic process impl ies that the interpreter 
beg ins by ( 1 ) describ ing the h istorical and cu ltura l  horizons of both the text 
and the interpreter ;  (2) explain ing the perspectiva l d ifferences between the 
orig inal  text and the interpretation ; and (3) being conscious of why the 
research question was chosen and what impact the answer wi l l  have on 
present and future thought and practice (Thompson,  1 990) . The actual 
process of interpretation suggested by phi losopher and nurse David Al len 
( 1 995) and made expl icit by Al l igood et al .  ( 1 998) includes: ( 1 ) production of 
mean ing through read ing ;  (2) interpretation of the part in  relation to the whole; 
(3) conscious consideration of the text's h istorical context; and (4) the written 
record of the interpreter's understanding and the hermeneutic process 
through wh ich new text is produced . The process beg ins with "develop( ing) a 
sense of the whole . . .  accomplished by read ing through it severa l  t imes" 
(Draper, 1 997, p. 86) . The whole is then d ivided into parts (chapters, 
parag raphs,  and sentences) and examined for expl icit and impl icit meanings. 
Although the understanding of the text belongs to the interpreter and ,  
therefore ,  is not subject to objective quantitative measures, i t  must exist with in 
the realm of possib i l ities without cla iming to be the sole and defi n itive 
interpretation . The interpreter's reasoning must be logical and consistent. 
Words must retain the same meaning from part to part and both the parts and 
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the whole must be cong ruent with the h istorical context in  which it is 
produced . Val idating the interpretation involves gain ing intersubjective 
agreement and most importantly, describ ing its util ity (Al len , 1 995 ;  Angen,  
2000) . l ntersubjective validation takes place when previously publ ished 
information and peer review support the interpretation . During the latter the 
reviewers are testifying to the truth of the interpretation by eva luating its 
comprehensiveness, comprehensib i l ity, and persuasive power (Angen, 2000) . 
Accord ing to Angen (2000), uti l ity l ies in the interpretation's ab i l ity to provide 
"practical answers to the so-what question" (p .  388) and its generative 
promise of stimu lating new d ialogue. 
Defin ing H igh-Qual ity Nursing Care 
I n  this study King's Genera l  Systems Framework, her Theory of Goal 
Atta i nment, and my forestructure exempl ify the unique coexistence of past 
and present. King publ ished the foundation of her model ,  which she prefers to 
label a "framework" (Fawcett , 1 995) , in  1 964 and 1 968 journal articles prior to 
the release of the 1 97 1  Toward a Theory for Nursing: Genera l  Concepts of 
H uman Behavior. Her later publ ication , A Theory for Nursing: Systems. 
Concepts. Process ( 1 98 1 )  and recent journal articles constitute the examined 
texts . Reveal ing that her in it ial orientation to research was q ual itative and her 
ph i losophy of nursing congruent with Genera l  System Theory,  King ( 1 990) 
wrote : 
My inqu i ry into the essence of professional nursing began with a few 
q uestions .  What is nursing? Who is a nurse? What functions do 
nurses perform as professionals? Where do they perform their 
functions? What is a nursing act? What is the nursing process? 
Fol lowing a review of nursing l iterature and my experiences as a 
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nu rse and as a teacher of nursing students , I began to find information 
to help me answer some of these questions and to ask more questions 
(p .  74) .  
I chose King's framework for this study because it i s  used b y  a 
number of nurses in  a variety of settings to g uide their  practice . I n  1 995 
Fawcett and Whal l  observed that "evidence supporting the contention that 
use of the genera l  systems framework . . .  leads to improvement in  
ind ividual 's health status has been accru ing for several years" (p .  329) .  Like 
most of the authors of the major conceptual models (with the exception of 
Rogers) ,  King espouses a reciprocal interaction worldview. She is ,  however, 
un ique in her view of nursing as primarily an interpersonal process (H ilton ,  
1 997) . Her identification of perception as a major concept is congruent with 
nu rsing research find ings in the study of qual ity care. Moreover, models 
formulated to define h igh-qual ity care g ive evidence to the importance of goal  
attainment. The hermeneutic process fits with K ing 's  framework as "both 
ach ieve u nderstanding of the whole in terms of the parts and parts in term of 
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the whole" (Al l igood et a l . ,  1 998).  
On a more personal level ,  King and I possess simi lar backg rounds. 
Both of us were born in  the M idwestern Un ited States; g rad uated from 
d ip loma nursing prog rams; and converted to the bel ief that the baccalaureate 
degree is the appropriate entry level to the profession . Like me, King l ived in  
the Ch icago area for a sign ificant amount of t ime and moved to the 
Southeastern Un ited States to escape unp leasant weather (King & 
Lewenson ,  2000) . 
I was introduced to King's framework wh i le atta in ing my Master's 
degree in  Nursing Admin istration and was attracted by her recogn ition of the 
effect of bureaucracy (del ineated in  the social system concepts) on nu rs ing 
practice . I have participated for several years in  the Un iversity of Tennessee 
Col lege of Nursing Empathy Research Team's interpretation of her 
framework. Whi le presenting the team's research at the inaugural  King 
I nternational Nursing Group (K ING) conference , I met and conversed with 
Dr. King .  Althoug h aspects of a shared background a l low the possib i l ity of our  
shared u nderstanding ( interpretation) of what nursing i s ,  there exist s ign ificant 
experiential d ifferences. To beg in with there is at least 25 years d ifference in 
our ages. King immediately recogn ized the value of h igher ed ucation and 
began attending college classes with in  a month of g raduating from the 
d ip loma prog ram .  I worked for ten years before return ing to school .  The major 
portion of King's career has been spent teach ing , whereas unti l  recently I 
have a lways worked i n  a hospital inpatient setting . 
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My forestructure (and prejud ices) are comprised of  my experiences as 
first a staff nurse and then a nurs ing admin istrator in  the present health care 
environment ,  my search of the nursing l iterature for an expl icit defin it ion of 
h ig h-q ual ity care ,  and my own questions regard ing the nature of nursing . The 
introd uction and l iterature review sections of this study describe the h istorical 
and cultura l  horizons of both King and myself. It is my conscious bel ief that 
descriptions of h igh qua l ity care derived from a nursing conceptual model 
rather than an industria l ly derived med ical model wi l l  benefit both patients and 
the nursing profession.  Although the interpretation of King 's text is mine and , 
therefore ,  not subject to objective quantitative measures, it must exist with in  
the realm of possib i l it ies. That is ,  the interpretation must be defensible and 
supported by excerpts from the orig inal  text (Draper, 1 997) . To assure th is ,  a 
King scholar, Dr. Martha All igood , reviewed the interpretative prod uct .  
Support for my interpretation a lso exists in  concept analyses and research 
studies found in contemporary nursing l iterature . 
I approached King's texts then with the question :  What are the 
characteristics of high-quality nursing care? Within the framework of 
Fawcett's Structura l  H ierarchy of Contemporary Nursing Knowledge,  the 
meaning and experience of high-qual ity nursing care l ies in the metaparad igm 
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relational  proposition that the d iscipl ine is concerned with the nu rsing actions 
or  processes by wh ich positive changes in  the person's health status are 
effected . Th is proposition states the relationships among person , nursing , and 
health (Fawcett, 2000) . The meaning of h igh-qual ity nurs ing care is 
u nderstood through i nterpretation of the phi losophical underp inn ings and the 
actual content of the framework. Conducting a hermeneutic interpretation of 
King's framework of interacting systems (personal ,  interpersonal ,  and social) 
and her theory of goal attainment expl icates the meaning of hig h-q ual ity 
nursing care from a conceptua l  model of nursing . 
The Process 
Prior to undertaking this study, my interaction with King's ( 1 98 1 )  text A 
Theory for Nursing had been l imited to cursory read ings a imed at obta in ing 
general knowledge of the framework. Th is time I approached the text with a 
genuine question whose answer would req u i re deeper understand ing of the 
conceptua l  model. This dist inct purpose requ i red a read ing process d ifferent 
from that wh ich I had employed previously. Wanting to get a feel of the 
rhythm of the work as a whole rather than a staccato examination of its parts , 
I purposively put pen and paper out of reach during the in it ial read ings .  
Read ing the text from beg inn ing to end in  a s ing le s itting on two separate 
occasions provided a fami l iarity with the framework's content. This fami l iarity 
deepened as I returned to the text again and again throughout the study .  
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I began a systematic analysis of the framework with a review of the 
ph i losophy of science g uid ing its conception ,  that is, Genera l  System Theory 
(GST) . After rereading von Bertalanffy's ( 1 968) Genera l  System Theory: 
Foundations, Development, Appl ications,  I returned to King's ( 1 98 1 )  work and 
looked for her use of GST concepts. Continuing to use Fawcett's ( 1 997) 
Structural H ierarchy of Contemporary Nursing Knowledge as a b lueprint ,  I 
proceeded to find metaparad igm concept defin itions and evidence of the 
relationship proposit ions. This study yielded conclusions regard ing the 
mean ing of h igh-qual ity nursing care in King's framework. Not surprising ly, it 
a lso provoked more questions. Possible answers to these questions emerged 
from the processes of concept clarification and concept development. King 
( 1 98 1 )  supported the congruence of these processes with the purpose of this 
study when she wrote : "continuous development of concepts . . .  ( is) essentia l  
for del ivering qual ity nursing care" (p.  3) .  The resu lt ing concept analyses 
necessitated val idation by a return to King's writ ings and evidence of support 
from existing nu rsing l iterature. 
Morse ( 1 995) identified six d istinct outcomes of concept ana lyses 
i nclud ing ( 1 ) development, (2) del ineation,  (3) comparison ,  (4) clarification ,  
(5 )  correction , and (6) identification . Determination of the appropriate outcome 
occurs after an extensive l iterature review includ ing "books and articles that 
d iscuss the nature of the concept, and articles that review the concept's 
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research and uti l ization in practice" (Morse, 1 995,  p. 36). Q uestions provoked 
by my i n it ial conclusions identified the need for clarification or development of 
specific concepts (expl icit or impl icit) within the three i nteracting systems. 
Concept clarification is the goal when "there is an enormous body of 
l iterature" but "the concept appears confusing and is murky with many impl icit 
assumptions" (Morse, 1 995, p. 37). The process involves a content analysis 
of the l iterature to " identify, describe,  and compare and contrast the attributes" 
(Morse, 1 995,  p. 4 1 )  with consideration of the various authors' underlying 
assumptions. Clarification of nurse empathy, impl icit in  King 's personal 
system, va l idated Al l igood's ( 1 992) determination of the existence of two 
types of empathy, rather than the commonly held position that only one type 
exists , however mu ltid imensional .  
The process of concept development becomes appropriate when "after 
reviewing the l iterature it is clear that the concept is sti l l  nebulous and has not 
been wel l  expl icated" (Morse , 1 995 ,  p .  36) . I n  her writings ,  King freq uently 
cited mutuality as a characteristic of interaction , a concept of the interpersonal 
system. There is ,  however, no clear description of the attributes (such as 
degree of participation and deg ree of responsib i l ity for outcomes) of th is 
important element. Furthermore ,  interpretation of the mean ing of h ig h-qual ity 
nu rsing care with in  the framework led me to q uestion the relationship of 
m utual ity with two social system concepts , power and decision-making. 
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Fusion of horizons occurs in the chapter del ineating the appl ication of 
the theory to nursing practice, education , and research of a theory of h igh­
q ua l ity nu rsing care derived from King's framework . Demonstrating the util ity 
of the theory in these three areas also testifies to its va l id ity by provid ing 
"practical answers to the so-what question" (Angen , 2000, p .  388) . Arrival at 
these impl ications necessitated another return to the nursing l iterature 
focusing on contemporary nursing care del ivery systems, curricula ,  and 
research priorities . 
I n  summary,  the process of hermeneutic interpretation of King's 
framework to find the mean ing of h igh-qual ity nursing care involved mu lt iple 
read ings of King's 1 98 1  text both as a whole and in  relation to specific parts, 
fo l lowed by correspond ing reviews of the nursing l iterature. 
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CHAPTER FOUR 
H IGH-Q UALITY N U RSING CARE AND KI NG'S  I NTERACTI NG SYSTEMS 
This hermeneutic interpretation of King's ( 1 98 1 ) A Theory for Nursing 
was conducted to uncover the meaning of hig h-qual ity nu rsing care with in a 
model specific to nu rs ing .  It began with an overview of the framework 
examin ing the g u id ing phi losophy of science ,  metaparadigm concept 
defin ition and use, and metaparad igm propositional statements . Conclusions 
d rawn from this examination led to concept clarification and development 
within the three systems that resu lted in  an expl icit theory of h ig h-q ual ity 
nursing care derived from King's Interacting Systems. 
Overview of King's Framework 
Ph i losophy of science 
Genera l  System Theory (GST) proposes a method of investigating 
complex wholes in  wh ich phenomena are "not resolvable i nto local events . . .  
not understandable by investigation of their respective parts in  isolation" 
(von Bertalanffy, 1 968 ,  p .  37) .  These wholes are systems defined as "sets of 
e lements stand ing in  interrelation" (von Bertalanffy, 1 968, p. 38) and 
categorized as e ither open or closed depending on their interaction with the 
environment (feedback) and their purposive goals.  Mach ines exempl ify closed 
systems in that, lacking a mutual  exchange of matter with the environment, 
the goal consists of mainta in ing the status q uo ,  eq u i l ibrium.  On the other 
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hand, l iv ing organisms, open systems, purposively increase their complexity 
by d ifferentiation and transformation du ri ng an i rrevers ib le and continuous 
exchange of information and matter with the environment. For as von 
Bertalanffy ( 1 968) stated "Life is not a comfortable sett l ing down in  pre­
ordained g rooves of being ;  at its best it is elan vital, i nexorably d riven towards 
a higher form of existence" (p.  1 92) .  
King ( 1 999) identified GST as the ph i losophy of science that a l lowed 
her to describe the complex "organized wholes with in wh ich nurses are 
expected to function" (p .  292) :  the interacting persona l ,  interpersonal ,  and 
social systems (F igu re 4-1 ) .  These three systems compose the framework 
used by King to structure her characterization of nurs ing .  Her summarization 
of the framework explained: 
I nd ividuals comprise one type of system in the environment ca l led 
personal systems. Ind ividuals interact to form dyads, triads ,  and smal l  
and large g roups ,  wh ich comprise another type of system cal led 
interpersonal  systems . Groups with special interests and needs form 
organizations , which make up commun ities and societies and are 
cal led social systems (King,  1 98 1 , p .  1 4 1 ) .  
King identified important concepts with in  each system,  but a s  Fawcett (2000) 
noted : "The concepts associated with each system in no way represent parts 
or subsystems. Rather, they may be construed as g lobal characteristics of the 
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F igu re 4-1 .  King's I nteracting Systems. 
Source: King ,  I .  M .  ( 1 981 ) .  A theory for nursing (p .  1 1  ) .  Albany, New York: 
Delmar. 
system" (p .  1 1 2 ) .  As with al l  open systems, the boundaries between the 
personal ,  interpersona l ,  and social systems are permeable a l lowing 
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interaction . Therefore, although King p laced specific concepts with in  specific 
systems for the purpose of defin it ion and description ,  the concepts are not 
confined to those systems. The dynamic and continuous nature of the 
systems' i nteraction results in every concept i nfluencing each system.  Other  
characteristics of systems incorporated into King's framework i nclude goals,  
functions,  resources ,  and decision-making .  Accord ing to King ( 1 995a) , goals 
relate to health ; functions to actions and roles; resources to technology, 
money, and the workforce; and decision-making to the influence of 
i nformation on behavior and consequently, goal atta inment. 
Metaparadigm Concepts 
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King's defin it ions (Table 4- 1 )  and d iscussions of the metaparad igm 
concepts reflect elements of GST. Her emphasis on how ind ividuals create 
their world through perceptual experiences resu lt ing in un ique selves 
demonstrates eq u ifinal ity , "a move toward a characteristic fina l  state from 
d ifferent in it ial states and in d ifferent ways" (von Bertalanffy, 1 968,  p .  46) .  
Human beings, represented b y  the three multid imensional systems (Fawcett, 
2000), are rational and sentient, capable of thoughtfu l and emotional 
interaction with the i r  environment. Environment extends beyond the 
immed iate physical setting to include spatia l-tempora l  rea l ity , and the systems 
involved in  social interaction . Not only objects surround man but a lso symbols 
of cu lture (such as lang uage) reflecting values (von Bertalanffy, 1 968) .  
Behavioral adjustments aimed at goal atta inment embody the person­
environment interactive exchange of information . Evaluatory feedback from 
the environment prompts further action in a continuous cycle. Once 
information has been received and action taken it is impossib le for an  
ind ividual  to  return to  a condition identical to  a previous one .  The purpose is  
not to  ach ieve static eq ui l ibr ium (status quo) but rather to  adjust to  increasing 
complexity. 
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Table 4-1 . Defin it ions of metaparadigm concepts in King 's  framework 
Metaoaradiam Concept 
PERSON 




Human beings are open systems 
interacting with the environment 
who function in  roles in  a variety 
of g roups 
Social beings who are rational and 
sentient 
I mmed iate physical setting 
Spatial-tempora l  rea l ity 
I nteracting systems 
Dynamic l ife experiences of a human 
being ,  which impl ies continuous 
adjustment to stressors in the internal  
and external environment throug h  
optimum use of resources to achieve 
maximum potential for dai ly l iv ing 
Perceiving , th ink ing ,  re lating ,  judg ing , 
and acting vis-a-vis the behavior of 
ind ividuals who come to a nurs ing 
s ituation 
Source : K ing ,  I .  M .  ( 1 981  ) .  A theory for nursing .  Albany, New York: Delmar. 
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Th is adjustment is health , a valuation of the human being's open 
system characteristics. Health is a functional cycl ica l  adjustment to an ever­
chang ing environment, whi le i l lness is "an imbalance in a person's b iolog ica l  
structure or in  h is psychological make-up, or a conflict in  a person's social 
re lationship" (K ing ,  1 98 1 , p. 5). Nursing is the process of "action , reaction , 
and interaction whereby nurse and cl ient share information about thei r  
perceptions in  the nursing situation" (King , 1 981 , p .  2 )  with the goal of 
maintain ing or rega in ing health . The extent and accuracy of the shared 
information can be measured in terms of decisions made, actions taken ,  and 
goals atta ined . 
Metaparad igm relational propositions 
Nursing is concerned with the principles and laws that govern the l ife 
process, wel l-being and optimal functioning of human beings,  sick or  well 
(Fawcett, 1 995 ,  p .  7). King's ( 1 98 1 )  description of human beings and the 
environment as open systems in continuous and dynamic interaction affi rms 
this relationship .  Nurses, then,  "are expected to integ rate knowledge from 
natural and behaviora l  sciences and the human ities and to apply knowledge 
in  concrete s ituations" (King , 1 98 1 , p .  9) .  This appl ication mandates nu rses' 
acqu is it ion of cogn itive , affective, and psychomotor ski l ls .  
Nursing is concerned with the pattern of human behavior in  interaction 
with the environment in  both normal and critical s ituations (Fawcett, 1 995 ,  
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p .  7) .  Understand ing the re lationships among person ,  environment, and 
nu rsing req u i res the real ization that nursing occurs in  a variety of settings 
whenever "the i nternal  environment of human beings transforms energy to 
enable them to adjust to continuous external environmental changes" ( King , 
1 981 , p .  5) with the purpose of maintain ing health . Nurse and patient 
col laborate in  arranging the environment to prevent d isruption of the patient's 
sense of identity, c ircadian rhythms , and perception of t ime. Accord ing to King 
( 1 98 1 )  this relationsh ip necessitates that nurses possess knowledge of 
human behavior and a specific knowledge of behavior under stress. It further 
req ui res knowledge of cu ltural patterns of growth and development. 
Nursing is concerned with the nursing actions or processes by which 
positive changes in  the person's health status are effected (Fawcett, 1 995 , 
p .  7) .  This proposition del ineates the relationships among person ,  health , and 
nu rsing . King ( 1 98 1 )  defined nursing action as a sequence of behaviors 
inc lud ing recog n ition of presenting condit ions, in itiation of activities related to 
that condition ,  and control l ing events and activities to move toward goal 
atta inment. Such actions constitute the function of nursing and are performed 
in an interpersonal field with the primary purpose of assisting the patient in 
coping with health problems or concerns. The qual ity of these i nteractions 
"may have a positive or  negative influence on the promotion of health in  any 
nu rsing s ituation" (King ,  1 981 , p .88) .  
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The nursing process (assessment, d iag nosis, plann ing ,  
implementation , and evaluation) systematical ly structures the nurse-patient 
interaction . I t  beg ins with "objective assessment of functional ab i l it ies and 
d isabi l it ies of ind ividuals and groups" (King , 1 98 1 , p .8) through observation , 
physio log ica l  measurements ,  and data interpretation . The nurse in itiates the 
development of an interpersonal relationship using verbal and nonverbal 
commun ication , the information component of the interaction-transaction 
process ( i l lustrated in  F igure 4-2) .  When the perceptions of the nurse are 
congruent with the rea l ity of the patient, the interaction resu lts in  shared 
understanding of patient needs and expectations. When expectations of the 
nu rse and patient are consistent with each other and resu lt in m utual 
decision-making , transactions occur. King ( 1 981 ) described the transaction 
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F ig u re 4-2 The I nteraction-Transaction Process 
Source: K ing ,  I .  M .  ( 1 981 ) .  A theory for nurs ing (p. 1 45) .  Albany, New York: 
Delmar.  
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process as the valuation component of interaction stating :  "When nurses and 
cl ients share their frame of reference about events in  the present, they 
identify commonal ities whereby they can mutual ly set goals.  When 
transactions are made between nurses and cl ients, goals are attained" 
(p .  1 47) .  The qual ity of the nursing care provided can be judged by the 
effectiveness of nursing action in atta in ing the goals for health promotion,  
health maintenance, or  recovery (King ,  1 98 1  ) .  Evaluation of the effectiveness 
of nursing actions includes "satisfactions in performing activities of dai ly l iving , 
success in  performing activities in  one's usual ro le,  and ach ievement of 
immediate and long-range goals" (King , 1 98 1 , p . 1  ) .  
Nursing is concerned with the wholeness or health of human beings in 
continuous interaction with the environment (Fawcett, 1 995 ,  p .  7) .  This 
relational proposition ,  l inking al l  four  metaparadigm concepts , is reflected in  
K ing 's ( 1 98 1 )  statement: "The focus of nursing is human beings interacting 
with their environment lead ing to a state of health for ind ividuals" (p .  1 43) .  
Nursing provides "an essentia l  service to meet a social need" (King,  1 98 1 , 
p .8) that includes teaching ,  gu id ing ,  and counsel ing as wel l  as plann ing , 
provid ing , and coord inating appropriate aspects of health care . Nurs ing 
participates in  commun ity health promotion,  i l lness prevention ,  and treatment 
uti l iz ing the find ings of quantitative and q ua l itative research .  Furthermore, 
through these activities , nursing "overtly and covertly exerts some influence 
on a cu ltu re's notion of health" (King ,  1 98 1 , p. 7) . 
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Conclusions 
My examination of King's framework and analysis of the metaparad igm 
concepts and relational propositions resu lted in  the fol lowing i nterpretive 
conclusions. 
( 1 ) Nursing actions are performed in  an interpersonal fie ld and i nfluenced by 
the developmental level of the personal  system of each participant as wel l  as 
the conceptua l  characteristics of the larger social system .  
(2) Qual ity i s  a n  experiential judgment emerg ing from the nu rse-patient 
interaction and reflects both the unique and shared values of the participants . 
As such , the process of provid ing high-qual ity nursing care mirrors King's 
i nteraction-transaction process. 
(3) H igh-q ual ity nursing care necessitates an accurate identification of patient 
problems and needs ,  appropriate actions,  and real istic goals. Goal atta inment 
provides measurable evidence of the qual ity of nursing care provided . 
(4) H ig h-qual ity nursing care focuses on the health and welfare of the patient. 
The patient's active participation in  the activities of the nurs ing process 
faci l itates the provision of high-qual ity care.  I rrespective of the deg ree of 
patient participation , the nurse retains responsib i l ity for the q ua l ity of care 
provided . 
These conclusions provoked further questions. Accepting that it is the 
nu rse's professional responsib i l ity to in it iate, promote, and ensure the 
development of the interpersonal relationship culminating in  effective action ,  
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what is the requis ite developmental level of the nurse's personal system? 
What is the meaning of the concept mutuality i n  the nurse-patient activities of 
decision-making and goal setting? What elements of the i nteracting systems 
promote or prevent ach ieving mutual ity? 
A Theory of H igh-Qual ity Nurs ing Care 
A hermeneutic interpretation of King's ( 1 98 1 )  text resulted in  the 
propositions stated below and formed a theory of high-q ua l ity nursing care 
derived from her framework (F igure 4-3). Subsequent l iterature reviews 
regard ing ind ividual concepts/constructs and their relationships support the 
theory. 
Defin it ions 
Self-awareness involves a conscious exploration of thoughts , feel ings ,  
and behaviors for the pu rpose of developing personal and interpersonal 
u nderstanding . 
Perceptual accuracy, demanding neurolog ical awareness and 
del iberate analysis of selected sense data , is the abi l ity to understand the 
patient's interpretation of the current s ituation . 
Empathy is a basic universal trait that enables the nurse to accurately 
pred ict the attitudes, needs,  and goals of the patient. It is a process of 
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Fig ure 4-3 H igh-Qual ity Nursing Care In King's I nteracting Systems 
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I nteraction consists of the perceptions, actions and commun ication 
occurring between two or more persons. 
Commun ication is the verbal and nonverbal exchange of i nformation 
between nurse and patient aimed at  establ ish ing a common frame of 
reference from which to interpret the meaning of the current s ituation . 
Transaction is the exchange of value between nurse and patient. 
Role incorporates the functions of the nurse as defined by the 
profession,  the employing institution ,  and the patient. 
Power is both a control process and a capabi l ity to atta i n  goa ls .  
Mutual ity is an interdependence of nurse and patient, a reciprocal 
i nteraction , promoting goal atta inment. 
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Decision-making is the process of making choices between and among 
a lternative courses of actions lead ing to goal atta inment. 
Stress is the perception that demands arising from interaction with the 
environment exceed personal resources . 
Propositions 
Self-awareness promotes perceptua l  accuracy (and vice versa) . 
Self-awareness and perceptua l  accuracy correspond with empath ic 
u nderstand ing .  
Empath ic understand ing increases the speed and effectiveness of 
nu rse-patient communication .  
Empath ic understanding on the part of the nurse increases the 
perception of q ua l ity on the part of the patient. 
Transaction transpires with a l ig nment of nurse and patient 
perspectives. 
A power differential favoring the nurse exists in  every nu rse-patient 
relationship .  
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Qual ity of nursing care increases as the d isparity i n  the degree of 
power g ranted to and exerted by the participants of the interaction decreases . 
Symmetry of nurse power and patient power determines mutua l ity . 
Mutual decision-making increases the perception of the q ua l ity of care , 
the effectiveness of interventions, and overal l  satisfaction . 
Empath ic understand ing , transaction , and goal atta inment decrease 
the amount and intensity of stress experienced by both participants in  the 
nurse-patient interaction .  
Feedback faci l itates commun ication and increases understand ing .  
Feedback a l lows learn ing to take place through an on-going d iscussion 
resulting in  behavioral change. 
Theory Overview 
It is the nurse's professional responsib i l ity to in itiate, promote, and 
maintain development of a therapeutic relationship with the patient. Nursing 
actions, whi le performed in  an interpersonal field , are influenced by the 
developmental level of the nurse's personal system. Prerequis ites for the 
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provision of h igh-qual ity nursing care include self-awareness and perceptua l  
accuracy on the part of the nurse. I t  is proposed that a d i rect positive 
relationship exists between self-awareness and perceptua l  accuracy. That is ,  
an  increase i n  one attribute results in an increase in  the other  attribute. 
Perceptual accuracy is the abi l ity to perceive and communicate an 
accurate understanding and acceptance of the ind ivid ual 's perspective of 
rea l ity . This abi l ity embod ies empathy (Al l igood & May, 2000; Ciaramicol i  & 
Ketchum ,  2000; Forsyth , 1 980; Gagan,  1 983; Hogan,  1 969; Kal isch , 1 973;  
Morse et a l . ,  1 992; Northouse, 1 979; White, 1 997; Zderad ; 1 969) . Therefore ,  
nurse empathy is proposed as  a prereq uis ite for h igh-qual ity nursing care. 
Empath ic understand ing gu ides communication du ring the nurse­
patient interaction . The nurse demonstrates and commun icates awareness of 
how past experiences, present needs,  and future goals affect the patient's 
perception of health and nursing care needs as wel l  as expectations of the 
outcomes of that care. 
Dialogue between the nurse and the patient resu lts in identification of 
patient goals and decision-making regard ing the actions necessary to ach ieve 
them. These goals and actions (behavior) reflect the values of the patient as 
man ifested through nursing interventions. 
M utual ity in  decision-making enhances these transactions lead ing to 
goal atta i nment. The role assumed by both the nurse and the patient reflects 
the deg ree of power assumed by or g ranted to the nurse and determines the 
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degree of m utual ity in  decision-making .  The deg ree of mutual ity decreases as 
the power assumed by or granted to the nurse increases . I rrespective of the 
degree of patient participation, the nurse retains responsib i l ity for the q ual ity 
of the care provided because of the professional role and the power g ranted 
by professional knowledge and ski l ls .  
Feedback regarding the effectiveness of nurs ing actions in  meeting 
patient expectations and attain ing goals in itiates learning on the part of the 
nurse and the patient as demonstrated by behaviora l  changes. 
Empath ic understanding and goal atta inment decrease the amount and 
intensity of stress experienced by both participants in  the nurse-patient 
interaction . 
H igh-qual ity nurs ing care requ i res empath ic understand ing on the part 
of the nurse. Mutual ity in  decision-making regard ing goals and the actions 
necessary to ach ieve them enhances the value of the interaction . Goal 
atta inment corresponds to effective nursing care and, therefore ,  is an 
empi rical ind icator of h igh-qual ity nursing care .  
Personal System 
Althoug h nursing actions are performed in  an interpersonal fie ld , they 
are affected by the personal and socia l systems' concepts. The personal 
system of both the nurse and the patient contributes to thei r  interpersonal 
re lationship and thus, to the provision of effective nursing care .  However, 
i rrespective of the degree of patient participation ,  the nurse retains 
responsib i l ity for the qual ity of the care provided . Therefore ,  the fol lowing 
d iscussion focuses on the development of the nurse's personal system.  
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King defined six personal system concepts (Table 4-2 ) :  ( 1 )  perception ,  
(2 )  self, (3 )  g rowth and development, (4) body image,  (5 )  t ime, and (6) space. 
These concepts provide the structure for organization and interpretation of 
experiences as human beings interact with the envi ronment. The concepts 
are interrelated in that "a concept of self emerges in the process of g rowth 
and development, which is influenced by time and space. A concept of self 
i nfluences one's perceptions ,  and one's perceptions help develop a concept 
of self' (K ing ,  1 981 , p .  1 42) .  
Self-awareness . 
"Knowledge of self is a key to understanding human behavior" (King , 
1 98 1 , p .  26) as it increases understanding of the ind ividual ity of values, 
needs, and goals . Thoug hts, feel ings,  and behavior constitute self. A 
continuous and evolutionary process (Burnard ,  1 986; Cook, 1 999) ,  self­
awareness is the conscious exploration of these interrelated components for 
the purpose of developing personal and interpersonal  understand ing as 
"attitudes toward self are often reflected in attitudes toward others" (King ,  
1 981 , p .  27) . This conscious development of self-awareness enta i ls the 
ind ividual 's abi l ity to focus attention on and recogn ize i nternal  thoughts, 
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Growth and Development 




A process of organizing , interpreting , and 
transforming information from sense data 
and memory. 
A process of human transaction with the 
environment 
The way I define me to myself and others 
Composite of thoughts and feel ings which 
constitute a person's awareness of 
ind ivid ual existence. 
Cel lu lar, molecular, and behaviora l  changes 
in  human beings as a function of genetic 
endowment, mean ingfu l  and satisfying 
experiences , and environment. 
A person's perception of h is/her own body, 
others' reactions to appearance,  and a 
result of others' reaction to self. 
Physical area cal led territory 
The duration between occurrence of one 
event and the occurrence of another event 
Source : King , I .  M .  ( 1 981  ) . A theory for nursing. Albany, New York: Delmar. 
feel ings,  and motives as wel l  as the meaning of external events ( Bohlander, 
1 995;  Mansfield , 1 980) .  
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Being a dynamic open system (King , 1 98 1 ) , self develops through 
i nteraction with others. It impl ies the formation and recog n ition of ego 
boundaries, that is ,  a sense of where " I "  end and the "Other" beg ins .  
Ciaramicol i  and Ketchum (2000) explained the importance of th is recog nition :  
" If  my boundaries get entang led with yours ,  then I become confused about 
what belongs to me and what is rightfu l ly yours" (p.  63) . I t  is ,  however, the 
flex ib i l ity of these boundaries that promotes an understand ing of other 
peoples' experiences (Al l igood , Evans,  & Wilt, 1 995;  Ludemann ,  1 968) .  As 
Burnard ( 1 986) observed : "The more we can d iscriminate ourselves from 
others , the more we can understand our s imi larities . . .  If we are unaware 
and b l ind to ourselves , then we wi l l  remain b l ind to others"  (p .  1 6) .  
To b e  self-aware i s  not the same a s  being self-conscious .  The latter 
state suggests a painfu l awareness of the attention and judgmental 
perceptions of others (Burnard ,  1 986) . As such , it breeds insecurity whereas 
self-awareness promotes self-esteem.  The self-aware nu rse is less l ikely to 
project personal thoughts , feel ings,  and needs onto the patient (Burnard ,  
1 986; Seeger, 1 977) . Therefore ,  expectations regard ing the patient's 
reaction to the s ituation are not preconceived and rig id .  The self-aware nurse 
is open to and accepting of a variety of possible behaviors .  Subseq uently, 
nursing care tends toward individual ization and consistency with the patient's 
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stated goals . "To nurse is to know oneself as fu l ly as possib le and to use 
one's personal presence in  the context of privi leged int imacy to come to know 
others who are in  need of care" (American Academy of Col leges of Nurs ing , 
1 999, p .  6 1  ) .  
Perceptua l  accuracy. 
However, nurse self-awareness is not a sufficient cond ition for the 
provis ion of effective nursing care .  "If nurses are to help ind ividuals they m ust 
have some understand ing of how cl ients perceive self and current health 
status" (King ,  1 98 1 , p .  28) . Determination of patient needs and subsequent 
goal-setting and decision-making entai ls perceptual accuracy. King ( 1 98 1 )  
described perception as "each human being's representation of rea l ity . . .  an  
awareness of  persons, objects, and events" (p .  20) that determines behavior. 
Perception ,  an active present-oriented process , is the imposition of meaning 
onto experience (Bunting ,  1 988;  Gerrity, 1 987) . I n  a d iscourse on the art of 
nursing ,  Johnson ( 1 996) described perception as "a way of knowing that 
involves gain ing knowledge of a particu lar (versus a un iversal) th rough one's 
senses ( including the external senses of sight, touch , taste, smel l ,  hearing 
and the internal senses of imag ination and emotional feel ing )" (p. 309). 
This description is congruent with King's ( 1 98 1 )  statement: "Sensory 
experiences provide ind ividuals with the raw data that helps them form 
particular and un iversal ideas as a way of knowing about their  world" (p .  20) .  
In King's framework, perception is characterized as being ( 1 ) un iversal ;  
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(2) subjective, personal ,  and selective for each person ; (3) action-oriented i n  
the present; and  (4) va lue-laden.  Perceptual accuracy demands neuro log ical 
awareness and del iberate analysis of selected sense data combined with the 
abi l ity to imag ine how the patient interprets current events . It requ i res that the 
nu rse be open to the possib i l ity that the patient's interpretation d iffers from the 
nu rse's understand ing . 
King ( 1 981 ) stated "an important element in nurse-patient interactions 
is accurate perception of each by the other" (p .  24) . The accuracy of the 
nu rse's perception is confirmed throug h commun ication with the patient. 
Congruence and accuracy of perceptions resu lts in both the nurse and the 
patient feel ing comfortable in the nursing s ituation as demonstrated by thei r  
behavior. Feel ing comfortable in  the s ituation al lows the nu rse to respond to 
the patient with warmth and concern , to g ive information freely, to answer 
questions honestly, and to spontaneously express feel ings of reassurance 
(L indel l ,  1 979). Feel ing comfortable in the s ituation al lows the patient to 
confirm or refute the nurse's perceptions.  Kalisch ( 1 973) asserted : ''The 
patient who is free to correct a nurse moves onto a higher level of self­
understand ing ,  but the patient who cannot refute a nurse's reflections tends to 
bu i ld up defenses and withdraw" (p .  1 549) . 
Empathy. 
Darwin fi rst described the process of emotion communication as the 
b iolog ical basis for ethics aimed at creating and mainta in ing social order i n  
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1 872 (Buck & Ginsberg ,  1 997) . It was not unti l  1 887 that Lipps , a psycholog ist 
proposing a theory of aesthetics ,  first introd uced the word Einfuhlung to 
describe the feel ing of "losing one's self-awareness and fus ing with an object" 
(Olsen, 1 99 1 , p. 63) ,  such as a painting.  Derived from the Greek empatheia 
(affection , passion) and a translation of the German Einfuh/ung ("feel ing 
into") , the word empathy was introduced into the Engl ish language around 
1 9 1 2 . Contemporary usage denotes it as the abi l ity to understand another 
person's feel ings or  d ifficu lties (Encarta World Engl ish Dictionary,  2000) . 
S ince its introd uction,  "more research attention has been devoted to 
the construct of empathy than to any other s ingle variable purported to be of 
relevance to the psychotherapy process" ( Ickes, Marangoni ,  & Garcia , 1 997 , 
p .  283) . I ckes ( 1 997) explained th is attention as being d ue to the bel ief that 
empathy "may be the second g reatest ach ievement of wh ich the mind is 
capable, consciousness itself being the first" (p. 2). With its roots deep in the 
1 930s developmental psychology of Piaget (Eisenberg ,  Murphy, & Shepard , 
1 997) and related to the 1 940s interpersonal perception research i nfluenced 
by the phenomenolog ist-ph i losophers ( Ickes ,  1 997) , empathy was elevated to 
primary importance with the introd uction of Carl Rogers' c l ient-centered 
therapy (Levenson & Ruef, 1 997) . Viewing empathy as a process rather than 
a state , Rogers ( 1 957) defined it  as the abi l ity "to sense the cl ient's private 
world as if it were your own,  but without ever losing the 'as if' qua l ity" (p .  99) .  
Having defined a helping relationship as one wherein "at least one of  the 
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parties has the intent of promoting the growth , development, maturity, 
improved function ing ,  improved coping with l ife of the other" (Rogers ,  1 96 1 , 
p .  39) ,  he noted that "a h igh degree of empathy in  a relationship is possib ly 
the most potent and certain ly one of the most potent factors in  bring ing about 
learn ing and change" (Rogers ,  1 975,  p .  3) .  
Rogerian psycholog ists view empathy as an expressive biological and 
developmental trait. Buck and Ginsberg ( 1 997) described it as an "emergent 
property of a primord ia l  biological capacity for commun ication that inheres i n  
the genes" (p .  1 9) pointing to the posterior rig ht hemisphere and  amygdala as  
its physiolog ic home. Levenson and Ruef ( 1 997) referred to  empathy as 
autonomic nervous system synchrony wh i le Aspy ( 1 975) stated that it is a 
"un iversal ly crucial ingred ient of healthy human development" (p .  1 3) .  More 
recently, C iaramicol i  and Ketchum (2000) designated it "the b io log ical basis 
for tolerance" (p .  1 88) defined as the "wi l l ingness to put up with d ifferences" 
(p.  1 89) .  
The importance of the concept to nursing first was recog n ized by nu rse 
psychiatric-mental health special ists in  response to the work and writings of 
Carl Rogers .  Ludemann ( 1 968) described empathy as the "abi l ity to identify 
and share with another and then revert to one's own identity" (p .  280) ,  which 
Zderad ( 1 969) s impl ified to be a psycholog ic process of "experiencing 
oneness with another" (p.  656) .  Layton ( 1 979) echoed Rogers when she 
wrote : "The foundation of good nursing practice is the abi l ity to understand 
and communicate with cl ients and thei r  fami l ies" (p .  1 63) .  A review of 
subseq uent nursing l iterature revealed that despite d ifferences in  the 
therapeutic relationships ,  the meaning of the concept for nu rsing remains 
consistent with its use in  psychology. 
Empathy is a basic un iversal human attribute , a developmental 
phenomenon appearing in  early ch i ldhood , that al lows a person to 
comprehend or share a frame of reference with another person (Al l igood , 
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et a l . ,  1 995;  Gagan ,  1 983 ;  Holden , 1 990; Kal isch , 1 973;  Ludemann ,  1 968; 
Morse et a l . ,  1 992; O lsen , 1 991 ; Wh ite, 1 997; Zderad , 1 969) .  It is the abi l ity to 
use imag ination to comprehend another's feel ings and the meaning those 
feel ings bring to the current s ituation (Baumgartner, 1 970; Ehmann,  1 971 ; 
Gagan ,  1 983;  Kal isch , 1 971 ; Mynatt, 1 985) .  Empathy is a developmental 
affective sensing (Al l igood & May, 2000) that enables the nurse to accurately 
predict the attitudes, needs, and goals of the patient (LaMonica, 1 979 ;  
Northouse, 1 979). Commun ication of the nurse's understand ing constitutes 
an essential element of the interactive empathic process (Gagan ,  1 983 ;  
Hard in  & Halaris ,  1 983 ;  Kalisch , 1 971 ; Layton ,  1 979;  Layton ,  1 994; Mynatt, 
1 985; Northouse, 1 979; Stetler, 1 977; White, 1 997; Wilt, Evans,  Muenchen ,  & 
Guegold , 1 995) . Feedback from the patient provides evidence of the nurse's 
empathic accuracy as wel l  as acknowledgement that the patient is aware of 
being u nderstood . 
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Defin itive characteristics d ifferentiate empathy from related concepts. 
A spontaneous temporary interactive experience, empathy focuses on the 
"here and now" of the patient's feel ings in the current s ituation for the purpose 
of understanding (Forsyth , 1 980;  Hard in  & Halaris, 1 983 ;  Kal isch , 1 973 ;  
Ludemann ,  1 968; P ike, 1 990) . The nurse's perception and understand ing of 
what the s ituation means to the patient is "based on contemporary affective 
i nformation . . .  and not on inferences derived from prior experience with th is 
person or on theories about how most ind ividuals would feel" (Kunst-Wi lson 
et a l . , 1 98 1 , p .  284). Empathy is altruistically motivated and nonj udgmenta l 
(Holden ,  1 990;  Kal isch , 1 973 ; Morse et a l . ,  1 992) . Rogers ( 1 96 1 )  referred to 
this attitude as uncond itional acceptance ,  warm regard ,  and non-possessive 
caring . 
Being a function of the nurse rather than the patient (Sutherland , 1 995 ;  
Wi l l iams,  1 979) ,  empathic understanding need not be reciproca l although 
acknowledgement of the nurse's understanding may necessitate some 
degree of self-awareness on the part of the patient. Recogn ition and 
acknowledgement of the nurse's empathic understand ing also depends on 
the patient's mental and physical cond ition as wel l  as the ab i l ity to provide 
feedback (Olsen 1 99 1 ; Walker, 1 993) . Empathic understand ing and 
communication are action-oriented resulting in  nursing care being based on 
the nurse's cogn itive evaluation and emotional responsiveness with the 
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purpose of helping the patient. 
Sympathy, the related concept most common ly confused with 
empathy, consists of a passive involuntary emotional response with no 
purpose other than consolation (Ciaramicol i  & Ketcham,  2000;  Morse & 
Mitchem, 1 997) . As such, it contains elements of condolence,  agreement, or  
p ity (Ehmann ,  1 97 1 )  and is related to compassion and commiseration . 
Sympathy occurs as recog nition of the s imi larity between some past 
experience of the nurse and the patient's current cond ition .  No attempt to 
understand the patient's perspective is necessary to arouse sympathy. An 
expression of p ity , sorrow, and/or deep distress for the pain of another 
(Encarta World Engl ish Dictionary, 2000) , sympathy entai ls an expression of 
personal grief rather than interpersonal understanding.  Holden ( 1 990) 
explained that the d ifference between empathy and sympathy l ies in  the 
"degree of recogn ition that the feel ings are those of the patient not one's own" 
(p .  74) . I t  is sympathy,  not empathy that "connotes overinvolvement with the 
patient that u lt imately leads to emotional exhaustion and burnout" (Holden,  
1 990, p .  77). 
Other related concepts include rapport and intuit ion (Buck & Ginsberg ,  
1 997) . Rapport ,  from the French raporter ("to bring back") , refers to an 
emotional bond between two people who share each other's concerns 
(Encarta World Eng l ish Dictionary,  2000).  Wh i le it may occur in  a help ing 
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relationship ,  it is not the impetus for one of the participants to take action on 
behalf of the other. The same holds true for intuition ,  a feeling of knowing 
(Buck & Ginsberg ,  1 997) , involving neither conscious perception nor need for 
confi rmation.  
Perhaps the most closely related concept found in  contemporary 
nu rsing l iterature is that of "knowing the patient. " Defin it ions of this conceptua l  
construct resemble that of empathy to such a degree that they may be 
interchangeable. I ndeed , Radwin ( 1 996) identified empathy and 
communication as factors related to knowing the patient, whi le Jenny and 
Logan ( 1 992) wrote that empathy faci l itates the process. Jenny and Logan 
( 1 992) described knowing the patient as "knowledgeable awareness of the 
patient as a person" (p. 255). Tanner, Benner, Chesla ,  and Gordon ( 1 993) 
elaborated on th is idea by stating it "means an immed iate g rasp , an involved , 
rather than detached understanding of the patient's s ituation and the patient's 
responses" (p.  275). 
Knowing the patient is viewed as the basis for therapeutic reasoning 
and decision-making (Radwin ,  1 996) , ind ivid ual ized care (Jenny & Logan,  
1 992) , and patient advocacy (Tanner et  a l . ,  1 993). Luker, Aust in ,  Caress, and 
Ha l lett (2000) concluded from their study find ings that knowing the patient 
constituted "an essential antecedent for the provis ion of good q ua l ity care" 
(p .  777) . Studying the l iterature pertain ing to empathy and knowing the patient 
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led me to bel ieve that they describe the same conceptual process. The two 
bod ies of l iterature d iffered in  that conceptual analyses of and stud ies 
cond ucted regard ing knowing the patient (Jenny & Logan ,  1 992; Luker et a l . ,  
2000; Radwin ,  1 996; Tanner et a l . ,  1 993) focused o n  the consequences for 
the nurse wh i le writi ngs about empathy concentrated on outcomes 
experienced by the patient. 
Renaming empathy as knowing the patient possibly resu lted from 
d isagreement and confusion about the uti l ity and appropriateness of the 
concept of empathy for nursing as exempl ified by the methodolog ical 
problems encountered in research stud ies (Al l igood ,  1 992 ; Morse et a l . , 1 992 ; 
Reynolds,  Scott, & Jessiman,  1 999) . Al l igood ( 1 992) proposed that the 
confusion about empathy resulted from "problems in  understand ing its nature" 
(p. 1 4) .  S imi lar problems have plagued psychology's research prog rams.  
Ickes et a l .  ( 1 997) observed that conceptual d isagreements revolve around 
the existence of more than one type (affective , cog n itive, behavioral) versus 
merely a l l  these d imensions with in  one type . This uncertain d ifferentiation of 
empathy's nature produced d ifficu lty for both d iscip l ines in  operational izing 
the concept and in choosing theoretically appropriate measurement 
instruments (Al l igood , 1 992; I ckes et a l . ,  1 997; Reynolds, Scott, & Jessiman ,  
1 999) . Al l igood ( 1 992) proposed that these problems could be addressed 
through the recog nition of the existence of two d istinct types of empathy, 
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basic (trait) and tra ined (state) .  Subsequent l iterature from nursing and 
psychology continues to support her conclusion (Bennett, 1 995 ;  C iaramicol i  & 
Ketcham , 2000; Evans et a l . ,  1 998;  Hodges & Wegner, 1 997;  Morse et a l . ,  
1 992 ; Omdahl & O'Donnel l ,  1 999; Reynolds et a l . ,  1 999;  Smyth ,  1 996; 
Walker, 1 993 ;  Wi l l iams, 1 990; Wilt et a l . ,  1 995) .  
Basic empathy is the developmental human trait emphasizing the 
affective sensing of the meaning of an experience for another. It is a process 
of sens ing ,  perceiving , understanding ,  and communicating . As such , it 
constitutes the basis for therapeutic empathy. Although it cannot be taught, it 
can be " identified , reinforced , and refined" (Evans et a l . ,  1 998) .  Requ i ring self­
awareness (Bai l l ie ,  1 996; Baumgartner, 1 970; Dagenais & Meleis , 1 982 ; 
Ehmann ,  1 971 ; Forsyth , 1 980; Gould , 1 990;  Kunst-Wi lson et a l . ,  1 98 1 ; Olsen , 
1 991 ; Wilt et a l . ,  1 995 ;  Zderad , 1 979) , flexible ego boundaries (Ludemann ,  
1 968; P ike, 1 990;  Sutherland , 1 995 ;  Zderad , 1 969) , a s  wel l  a s  concentrated 
and focused attention (Kal isch, 1 973 ;  Reynolds & Scott, 2000 ; Sutherland ,  
1 995) , basic empathy blends intrapersonal (developmental )  affective and 
cognitive energy embod ied in  the hol istic art and science of nursing (Al l igood 
et a l . ,  1 995) .  
Trained empathy, on the other hand , involves the acqu is it ion of 
psychomotor and communication (verba l  and nonverbal) ski l ls used in the 
interpersonal processes of a cl in ical s ituation.  As Forsyth ( 1 979) observed , 
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"Nurses can make empathic remarks without experiencing empathy" (p .  58) .  
That is ,  behavioral commun ication techn iques, such as active reflective 
l isten ing , can be taught (Kal isch, 1 971 ; Kunst-Wi lson et a l . ,  1 98 1 ; LaMonica ,  
1 978, 1 979;  LaMon ica et a l . ,  1 987; Layton ,  1 979) . The purpose of  such 
s imu lated (or state) empathy emphasizes gathering further information about 
the patient to gu ide nurse decision-making .  Genuine understand ing is de­
emphas ized and tra ined empathy, if "falsely perceived as therapeutic 
empathy, may be detrimental to the nurse-patient relationsh ip" (Evans et a l . , 
1 998,  p .  460) .  Moreover, trained empathy levels do not appear to be 
sustained possib ly due to the superficial ity of narrow rote learned behaviors 
(Evans et a l . ,  1 998) . For these reasons,  Morse et a l .  ( 1 992) advocated "a 
broader communication model with emotional empathy as the antecedent" 
(p .  279). 
Morse and M itcham ( 1 997) stated " I t  is important to note that the 
emphasis wh ich theory places on recogn izing phenomena bears no relation 
to the actual existence of the phenomena" (p.  655). King ( 1 981 ) never used 
the word empathy in  d iscussing nurse-patient interaction .  However, severa l of 
her statements val idate the contention that the concept fits in the framework. 
To beg in  with , King ( 1 98 1 )  defined nursing as "perceiving , th inking ,  relating , 
judg ing ,  and acting vis-a-vis the behavior of ind ividuals who come to a 
nu rsing s ituation" (p .  2) .  The nurse undertakes these activities for the purpose 
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of understanding what the current s ituation means to the patient and what 
outcomes the patient expects from the interaction .  Once the patient verifies 
this understand ing , the nurse uses special ized knowledge and ski l ls to assist 
in goal atta inment. Nursing occurs in the present throug h these actions.  
Furthermore ,  King 's ( 1 98 1 )  observations on the importance of self­
awareness and perceptual accuracy underl ine the degree of the nurse's 
personal system development necessary for the provision of h igh-q ual ity 
nu rs ing care. Self-awareness "helps one to become a sensitive human being"  
(K ing ,  1 98 1 , p .  28) ,  whi le perceptua l  accuracy establ ishes the "fi rst step 
toward mutua l  goal setting and toward exploring means to move toward those 
goals" (K ing ,  1 98 1 , p. 24) . Attainment of goals constitutes effective nurs ing 
care.  l ntrapersonal empathy enables the nurse's understand ing of ind ividua l  
patients with in  a social and h istorical context by organ iz ing perceptions,  
faci l itat ing awareness , i ncreasing sensitivity, and advancing learn ing (Al l igood 
& May, 2000) .  
Genu ine empath ic understanding increases the speed and 
effectiveness of nurse-patient commun ication (Al l igood et a l . ,  1 995 ;  Larsson 
& Starrin ,  1 990;  N iven & Robinson , 1 994) with a subsequent impact on the 
qual ity of care g iven and perceived (Layton ,  1 979) .  The patient's perception 
of qual ity outcomes relates to their improved self-concept ( Kal isch , 1 973; 
Reynolds & Scott, 2000; Triplett, 1 969; Wheeler, 1 990; Wi l l iams, 1 979) and 
1 05 
increased sense of well-being (Garvin & Kennedy, 1 992) as the feel ing of 
being u nderstood rel ieves lonel iness and a l ienation (American Academy of 
Col leges of Nursing , 1 999; Carver & Hug hes, 1 990; Ehmann ,  1 97 1 ; Holden ,  
1 990; Kal isch , 1 973;  Wi l l iams, 1 979). Feel ing more secure and  safe in  an  
unfami l iar  environment and s ituation (Larsson & Starrin ,  1 990) ,  the patient 
experiences less stress (Reynolds & Scott, 2000) and therefore, decreased 
anxiety, depression and anger (Al l igood et a l . ,  1 995; LaMon ica et a l . ,  1 987; 
Larsson & Starri n ,  1 990; Olson , 1 995 ;  Olson & Hanchett, 1 997; Reynolds & 
Scott, 2000) . The empath ic nurse benefits from increased job satisfaction 
(Luker et a l . ,  2000), less burnout (Astrom,  N i lsson, Norberg , & Winbland , 
1 990;  Omdahl  & O' Donnel l ,  1 999) and a resu ltant increased commitment to 
patients and the profession (Baumgartner, 1 970 ; Davitz, Davitz, & Rubin 
1 980) . 
Summary of personal system .  
The developmental levels of the personal system of each participant 
influence nursing actions,  performed in  an interpersonal field . I rrespective of 
the deg ree of patient participation ,  the nurse retains responsib i l ity for the 
q ua l ity of care provided . Therefore, the developmental level of the nurse's 
personal system gains primary importance in  the provision of h igh-qual ity 
care. King ( 1 98 1 )  cited the necessity for nurse self-awareness and perceptual 
accuracy when interacting with the patient. Self-awareness fosters perceptual 
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accu racy and ,  in  combination , the two faci l itate the nurse's understanding of 
the mean ing of the experience for the patient. Th is empathic understanding , 
the basis for a therapeutic relationsh ip ,  req uires interaction made possib le 
through commun ication with the patient for verification and advancement of 
the nurse's understand ing . Furthermore ,  once establ ished , empathic 
understanding increases the speed and effectiveness of commun ication i n  the 
nurse-patient interaction .  
I nterpersonal System 
"Simple human interaction is a primary nursing function" (Holden,  
1 990, p .  7 1 )  and the defin ing characteristic of the interpersonal system.  In  
addition to  interaction , important concepts of King's ( 1 98 1 )  i nterpersonal 
system include commun ication ,  transaction,  ro le, and stress (Table 4-3) .  
Commun ication ,  an  essential element of and veh icle for expressing empath ic 
understand ing ,  comprises the informational component of i nteraction whi le 
transaction is the valuational component. Wh i le a l l  the interpersonal system 
concepts identified by King play a part in the provision of h ig h-q ual ity nurs ing 
care ,  th is study emphasizes interaction ,  communication , and transaction .  
I nteraction .  
K ing ( 1 98 1 )  defined interaction as "a process of perception and 
commun ication between person and environment and person and person , 
represented by verbal and nonverbal behaviors" (p.  1 45) .  Each ind iv idual 's 
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Observable process of verbal  and nonverbal 
goal d i rected behaviors between two or 
more ind ividuals 
Activities of two or more persons in  mutual 
presence 
Process whereby information is g iven from 
one person to another 
An interchange of thoughts and op in ions 
among ind ividuals 
A process of interaction in  which human 
beings commun icate with the environment 
to ach ieve goals that are valued 
Goal-d i rected human behaviors 
A set of behaviors expected when 
occupying a position in a social system 
A relationship with one or more ind ivid uals 
interacting in  specific s ituations for a 
purpose 
A dynamic state whereby a human being 
interacts with the environment to mainta in  
balance for g rowth , development, and 
performance,  which involves and exchange 
of energy 
Source : King ,  I .  M .  ( 1 981 ) .  A theory for nursing. Albany, New York :  Delmar. 
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knowledge,  needs ,  goals, experiences, and perception influence their 
behavior and thus, the interpersonal interaction (King , 1 98 1  ) .  Accord ing to 
King ( 1 981  ) ,  ind ividual  behavior corresponds with mental and/or physical 
goal-d i rected actions pertinent to the present s ituation .  Human interactions 
are purposive . They a im at establ ish ing ,  to varying depths and durations, a 
relationship ,  defined as the involvement of two people with each other as 
regards how they feel toward each other and commun icate or  cooperate 
(Encarta World Eng l ish Dictionary,  2000) . 
Commun ication .  
Maintenance of an interpersonal relationship depends on the type and 
amount of commun ication (Johnson,  1 980).  Commun ication can be either 
intrapersonal or interpersonal .  This study's previous d iscussion of the nurse's 
self-awareness and perceptual accuracy, formed by both genetic and 
experientia l  environments, provided examples of intrapersonal  
commun ication .  The importance of these personal system attributes l ies in  
their contribution to the nurse-patient interaction for " interpersonal processes 
reflect intrapersonal dynamics; what is going on with in  an ind ividual  is 
man ifested in the behavior between individuals" (LaMonica , 1 978;  p. 5) .  
Commun ication ,  then ,  constitutes the process that "expands the world from 
awareness of self' (K ing ,  1 98 1 , p. 79) through incorporation of others. 
Complexity and variab i l ity of commun ication increases as the number 
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of people involved i n  the interaction increases because each person brings 
perception and meaning to the s ituation. Commun ication establ ishes a 
common frame of reference from wh ich to interpret the mean ing of the current 
experience. Feedback al lows learning to take place through on-going 
d iscussion of th is meaning resu lting in behaviora l  changes. Communication is 
personal ,  s ituationa l ,  and irreversib le as "an ind ividual  is never the same 
person at any moment in  time since there is continuous change internal and 
external to the person" (King , 1 98 1 , p .  73) .  Communication makes up the 
information component of all interactions; the processing of information 
results in  behavior; and al l  behavior is commun ication (King , 1 98 1  ) .  
Empathic understand ing ,  requiring and facil itating communication ,  
manifests itself through verbal and nonverba l  behaviors .  Verbal behavior 
includes both vocal (speech) and non-vocal (written) components . Nonverbal 
man ifestations include touch , d istance, posture , facial expressions,  physical 
appearance, and time spent with the patient (King ,  1 98 1  ). The deg ree of 
cong ruence, the match between verbal and nonverbal behaviors ,  determines 
the clarity of the message whi le promoting trust in the relationsh ip (L indel l ,  
1 979) . With the focus o n  the feel ings the interaction provokes more than the 
context of what is said (Forsyth , 1 980) , trust cannot exist when either 
participant doubts the authenticity of the other's behavior. 
Establ ish ing a genuine d ialogue in trusting relationships presupposes 
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that nurses contribute more than factual questioning or reflective 
restatements . Entering the conversation without preset opin ions as to the 
meaning of the s ituation to the patient, the nurse al lows each patient to 
express themselves in their own language at their own pace, thereby el icit ing 
ind ivid ual  perspectives ,  expectations, and goals.  Creating an environment 
that acknowledges and accepts the uniq ueness of the ind ivid ual ,  the nurse 
maintains a sense of human connectedness. If necessary,  the nurse asks for 
clarification using open-ended q uestions. The nurse provides information 
free ly and honestly, helping the patient understand the bio-scientific mean ing 
of  the s ituation wh i le the patient helps the nurse understand the personal 
meaning (Brown , 1 999).  This d ialogue constitutes the essence of 
col laboration (Van Ess Coel ing & Cukr, 2000) . 
The language of the empathic nurse d isplays an attitude of 
receptiveness, warmth , and concern (Brown , 1 999; Caris-Verhalken , 
Kerkstra , van der Heijden,  & Bensing , 1 998; Garvin & Kennedy, 1 992 ; 
Katims, 1 995;  Lindel l ,  1 979; Zderad , 1 969) through a "ca lm,  qu iet demeanor 
that is confident yet ready to l isten and accept uncond itional ly the patient's 
viewpoint" (Tyner, 1 985) .  Giving fu l l  attention to the patient, the nurse 
acknowledges ind ivid ual ity, makes expl icit statements of concern, reassures 
by focusing on abi l ities and resources , and val idates the worth of feel ings 
(Kral ik ,  Koch ,  & Wotton ,  1 997;  Stetler, 1 977). King ( 1 98 1 ) stated : "Nurses and 
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patients i n  interactions respond to the humanness of each other" (p .  86) . The 
empathic nu rse acknowledges th is shared humanness through appropriate 
self-d isclosure (Bai l ie ,  1 996; Brown , 1 999; Carver & Hug hes , 1 990;  Forsyth ,  
1 980; Johnson , 1 980; Larsson & Starri n ,  1 990; P ike, 1 990; Tyner, 1 985) thus 
decreasing the patient's feel ings of being a lone in  a strange and hosti le 
environment where strangers control al l aspects of l ife . 
Appropriate self-d isclosure on the part of the nurse consists of sharing 
personal experiences pertinent to the patient's present situation.  Empathic 
self-d isclosure is d iscriminative , nonjudgmenta l ,  and nond i rective . 
That is ,  it communicates the recogn ition that, although shared to some 
degree, each ind iv idual 's experiences are nevertheless separate and un iq ue .  
I n  essence, the nurse relates, "This is what i t  is l ike for me"  and asks " I s  this 
what it is l ike for you?"  Feedback from the patient then increases the nu rse's 
understand ing of and abi l ity to commun icate with the patient. The intent of 
self-d isclosure l ies in the establ ishment of a "reciprocal relationship between 
nurse and patient in  which information sharing , negotiation and decision­
making as regards nursing goals can take p lace" (Caris-Verhal len et al . ,  
1 998, p .  95) .  Sharing experiences , opin ions, and feel ings encourages further 
d isclosures from the patient (N iven & Robinson , 1 994) and promotes m utual 
goal-setting (Garvin & Kennedy, 1 992) .  Self-d isclosure becomes 
inappropriate when it sh ifts the focus of the relationsh ip  from meeting the 
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needs of the patient to meeting the needs of the nurse. 
But it takes more than words to make a patient feel comfortable and 
safe in  the relationsh ip .  Furthermore, nonverbal behavior conta ins "more 
accurate i nformation than verbal pronouncements" (King ,  1 98 1 , p .  62) with 
the most accurate transmitters of information being facial expression , body 
language, and tone of voice (N iven & Robinson, 1 994) .  Through nonverbal 
behaviors ,  "nurses are perceived by patients as caring ;  as too busy to stop to 
d iscuss what is happening ;  as cool and efficient; as d isheveled and fl ig hty; as 
warm , kind, and helping" (King , 1 98 1 , p .  75) . The empathic nurse spends t ime 
with the patient - time beyond that ded icated to physical care activities. The 
nurse's physical position in relation to the patient conveys the message of 
wanting to in itiate (or terminate) the interaction (King , 1 98 1  ) .  Entering the 
room (rather than standing poised for fl ight in the doorway) , the empathic 
nu rse approaches the patient and, if necessary and possib le,  s its so that their 
faces are at the same level .  Making eye contact, the nurse leans toward the 
patient as they converse. Gestures and touch are spontaneous and 
comfort ing (Bai l l ie, 1 996 ; Lindel l ,  1 979; P ike, 1 990; Tyner, 1 985) . 
Above a l l ,  the empathic nurse l istens with awareness and sensitivity 
(Dagenais & Walker, 1 992; Walker, 1 993) without interrupting or attempting to 
control the conversation (Stetler, 1 977). For as King ( 1 98 1 )  observed : " I t  is 
important to l isten and to be s i lent . . .  Patients want someone to l isten" 
(p .  77) . However, as N iven and Robinson ( 1 994) stressed : 
L istening should not be seen as a passive process .  It is not t ime 
to sit back and have a break from speaking ,  nor is it an  interlude 
between ta lk ing.  Active l istening i nvolves commun icating to the 
patient that you are interested in  what they have to say (p. 30) .  
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Active l istening incorporates "curb ing preconceptions ,  sol icit ing the patient's 
perspective, and val idating conclusions" (Thorne & Robinson , 1 988,  
p .  788) . Attentive presence conveys reassurance and comfort as the nurse 
participates in  identify ing the patient's goals and the actions necessary to 
atta in them .  Relaxed , composed , and confident (Lindel l ,  1 979;  Pike, 1 990,  
Tyner, 1 985) ,  the nurse's facial expression conveys acceptance and 
encouragement, reinforcing the patient's feel ing of participating i n  the 
provision of qua l ity care.  
Transaction .  
Patient participation in  the provision of  h igh-qual ity nursing care 
resides predominantly in the planning , implementation ,  and evaluation phases 
of the nursing process . It is examined in the d iscussion of the effect of role 
and power on mutual ity in  decision-making and goal atta inment. Participation 
req uires communication ,  the process by which information is exchanged , and 
leads to transaction , the "process of interaction in which human beings 
commun icate with the environment to achieve goals that are valued" (King , 
1 981 ' p .  82) .  
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Transaction , a "transfer of value between two or more persons" 
(K ing ,  1 98 1 , p .  82) , requ i res recogn ition that the values of each ind ividual 
arise from their perceptions of the world as colored by the detai ls of the 
current s ituation. Transaction transpi res with the al ignment of nu rse and 
patient perspectives. Through communication the nurse and patient estab l ish ,  
to varying degrees, a "frame of reference . . .  consisting of facts, bel iefs , 
expectancies, and preferences" (King , 1 98 1 ,  p .  82). King ( 1 98 1 )  exp la ined the 
importance of recogn izing d ifferent perspectives: 
In the course of human experiences , one might search for each 
person's frame of reference rather than absolute answers to problems.  
Instead of trying to impose one's values on consumers of health care , 
one must find a common framework to help ind ividuals cope with l ife's  
tria ls and tribu lations (p .  82) . 
I nfluential interactions, transactions affect the g rowth and development 
and subseq uent behaviors of both participants (Hanna,  1 993) .  King ( 1 981 ) 
noted that transaction is a reciprocal ly contingent interaction i n  that "active 
participation in movement toward the achieving of a goal brings about change 
i n  the ind ividual" (p .  60) .  
Transaction beg ins with an exchange of information .  Together the 
nu rse and patient identify acceptable ,  real istic, and worthwh i le goals. The 
1 1 5 
nurse brings professional knowledge and ski l ls to the situation and ,  with 
knowledge gained from the patient regard ing resources, provides information 
about actions necessary to ach ieve the goals.  The patient voices personal 
preferences (acceptance or rejection) by choosing from among the offered 
a lternative actions. Transaction occurs when a goal valued by both 
participants has been identified and atta ined . If the nurse and patient do not 
agree on the worth of a goal ,  transaction cannot occur even when perceptua l  
accuracy and clear commun ication exists with in  the relationship (Austin & 
Champion,  1 983) .  I ndeed , unresolved confl icting perspectives generate 
severe commun ication problems and consequently, a decrease in the qual ity 
of care (N iven & Robinson , 1 994) . Transaction is a process of clarifying 
values and expectations lead ing to identification of goal-d i rected actions 
through negotiation and bargain ing (King , 1 98 1 ; Thorne & Robinson , 1 988) . It 
requ i res mutual decision-making that is influenced by role and power. 
Socia l System 
King ( 1 98 1 ) defined a social system ( including fami ly ,  rel ig ious ,  
educational ,  and work g roups) as "an organized boundary system of socia l  
roles , behaviors and practices developed to maintain  values and the 
mechanisms to regu late the practice and rules" (p. 1 1 5) .  For nurses , the 
social system involves the institution and/or setting in  wh ich they del iver care .  
K ing  ( 1 981 ) identified and defined five socia l system concepts (Table 4-4) :  
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Definition 
Composed of human beings with prescribed 
roles and positions who use resources to 
accompl ish personal and organizational 
goals.  
Process whereby one or more persons 
influence other persons in  a s ituation .  
Abi l ity to  control events and behaviors .  
Capabi l ity or  capacity to  achieve goals .  
Power to make decisions that g uide the 
actions of self and others .  
Function of  concrete s ituations in  wh ich one 
person commands and one obeys and 
functions change as situations change. 
Position of an ind ividual  in  a g roup or a 
group in relation to other g roups. 
Dynamic and systematic process by which 
goal-directed choice of perceived 
alternatives is made and acted upon by 
ind ivid uals or groups to answer a q uestion 
and attain  a goa l .  
Source: King,  I .  M .  ( 1 981  ) .  A theory for nursing. Albany, New York: Delmar. 
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( 1 )  organ ization ;  (2) power; (3) authority; (4) status;  and (5) decision-making . 
Although these concepts , as defined in  the context of the social system ,  affect 
the provision of h ig h-qual ity nursing care, this study examines their relevance 
to the interpersonal system's nurse-patient relationsh ip .  A description of the 
i nterpersonal system concept role introduces the concept of power appl ied to 
the nurse-patient relationship.  These two concepts affect m utual ity, a q ua l ity 
of decision-making endorsed , but not fu l ly described , by King . 
Role. 
"Role of a nurse can be defined as an interaction between one or more 
ind ivid uals who come to a nursing s ituation i n  wh ich nurses perform functions 
of professional nursing based on knowledge, ski l ls ,  and values identified as 
nu rsing" (King, 1 98 1 , p .  93) .  The role is ( 1 ) influenced by the perceptions of 
the involved ind ividuals ;  (2) a learned function with a set of ru les and 
expected behaviors ;  (3) dynamic and changing depending on the specific 
s ituation;  and (4) defined by the nursing profession, health care institutions 
(employers) and recipients of care (King ,  1 98 1 ) .  Some examples of the roles 
assumed by hospital staff nurses include ( 1 )  d irect care provider; 
(2) coord inator or care manager; (3) health care educator; and (4) patient 
advocate. In King's framework, the role functions of the nurse are identified i n  
the nursing process: assessment, d iagnosis, planning , implementation ,  and 
evaluation .  
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The role of the nurse is defined and described by professional 
organizations'  standards as wel l  as pol icies and procedures of health care 
institutions .  Varying perspectives of the ind ivid ual nurse, other health care 
p roviders, and the ind ividual patient determine the roles assumed and 
g ranted to the participants of the health care interaction and the decision­
making process .  This role expresses power, a function of both interaction and 
decision-making (King , 1 981  ) .  
Power. 
Power can be viewed as either a control process or a goal atta inment 
capabi l ity (K ing ,  1 981  ) . "Power over" characterizes the former, while "power 
to" i l lustrates the latter. "Power over, " the abi l ity to control the behavior of 
others , denotes a struggle for dominance involving varying degrees of force 
(Hawks , 1 99 1 ; Koh ler, 1 988) . Man ifested in interpersonal and social 
interactions, "power over" impl ies a dependency relationship in  wh ich one 
person a l lows the other to command events and behaviors (Hawks, 1 99 1 ; 
Hewison ,  1 995 ;  King , 1 981 ; Koh ler, 1 988) . I n  a concept analysis gu ided by 
King's framework, Hawks (1 99 1 )  defined "power to" as "the actual or  potential 
ab i l ity to ach ieve objectives through an interpersonal process in  wh ich the 
goals and means to achieve the goals are mutually establ ished and worked 
toward" (p .  754) . Associated with effectiveness , "power to" reflects role and 
competence in  decision-making (Hawks, 1 99 1  ) .  
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The power g iven to nurses by patients arises from mu lt iple 
assumptions and expectations .  The patient recogn izes the nurse's expert 
power reflecting the special ized knowledge and ski l ls attained from education 
and experience. As Lupton ( 1 995) explained: 
The expectation of both health care professionals and patients are 
generally that the professional wi l l  "know more" than the patient: 
it is for this reason that the professional/patient relationship exists 
(p .  1 62) .  
Furthermore, the fact that a state regulatory agency g ranted a l icense to 
practice and the health care institution employs the nurse ind icates legitimate 
power in the patient's view. If the relationship has advanced to the point 
where the patient admires and respects the nurse as an ind ividua l ,  thus being 
infl uenced by the nurse's opinion and judgment ,  referent power exists . At th is 
point ,  atta in ing personal health care goals may become secondary to the 
importance of ga in ing the nurse's acknowledgement and praise (reward 
power) .  A n  unhealthy dependency exists when the patient acqu iesces to the 
nurse's d ictatorial orders because of fear  of pun ishment or  reprisal (coercive 
power) 
For these reasons, a power d ifferential favoring the nu rse exists in  
every provider-patient relationship (Briant & Freshwater, 1 998 ;  Henson , 1 997; 
Hewison ,  1 995 ;  Lupton , 1 995) . The nurse's use of this inherent power 
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determines the q ua l ity of care provided . Qual ity of nursing care increases as 
the d isparity in  the deg ree of power g ranted to and exerted by the participants 
of the interaction decreases. Although never perfectly balanced , the 
symmetry of nurse power and patient power in the therapeutic relationship 
establ ishes the deg ree of mutual ity in  decision-making .  
M utual ity. 
King ( 1 98 1 )  described mutual decision-making as a reciprocally 
contingent interaction involving the active participation of both nurse and 
patient that fostered col laboration .  She addressed the concept of mutual ity in 
her d iscussion of the characteristics of interactions: 
I nteractions are reciprocal .  When one in itiates an interaction with 
another, an action takes place, each person reacts to the other, and a 
reciprocal spira l  develops in  wh ich the ind ividuals continue to i nteract 
or withd raw from the s ituation . Each has someth ing to g ive the other  
that the other wants or needs,  wh ich may be faci l itated by active 
participation of both ind ividuals in the s ituation . There is a mutual ity , 
an i nterdependence in  the s ituation in  wh ich both ach ieve goals 
(King , 1 98 1 ,  p. 84) . 
Curley ( 1 997) echoed King when she described mutual ity as "responsive 
i nterdependence, i ntersubjectivity, shared commonal ity , and eq u ity with in the 
relationship" (p.  21 0) .  
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Attributes of mutual ity i n  the nurse-patient relationship include ( 1 ) an 
exchange of information between nurse and patient resu lt ing in  
(2)  clarification and val idation of the mean ing of the experience to both patient 
and nurse lead ing to (3) cong ruent expectations regard ing outcomes, thus  
promoting (4) the patient's active participation in  selected mental and/or 
physical activities of n ursing care (Cah i l l ,  1 996; Curley, 1 997;  Henson,  1 997;  
Leddy, 1 998; Roberts & Krouse, 1 990; Thorne & Robinson , 1 988) .  The focus 
of the i nteraction a lways remains the patient, not the convenience or needs of 
the nurse or  the organ ization (King , 1 98 1 ; Moug hton ,  1 982) . 
Antecedents to establ ishing mutual ity include: ( 1 ) a need that 
precip itates the relationsh ip (Henson , 1 997) ; (2) a d ia log ica l  exchange of 
i nformation (Buchmann ,  1 997; Curley, 1 997; Hanucharurnkui  & Vinya-nguag , 
1 99 1 ; Henson , 1 997);  (3) nurse empathy defined as the ab i l ity to understand 
the patient's perspective (Curley, 1 997; Henson , 1 997; Olsen , 1 997; Thorne & 
Robinson, 1 988) ;  (4) interpersonal trust (Henson, 1 997; Kohler, 1 988) ;  
(5) recog n ition of the positive benefits of col laboration (Cahi l l ,  1 996; E l l is-Stal l  
& Popkess-Vawter, 1 998) ; and (6) respect for and acknowledgement of the 
decision-making competence of both participants (Cah i l l ,  1 996; Davies, 
Laker, & El l is ,  1 997; Kenny, 1 990; Leddy, 1 998) . 
Marek ( 1 990) proposed that the nurse who fosters mutual ity holds 
specific phi losophic premises: ( 1 )  existence has mult iple meanings; 
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(2) personal meaning can be shared ; (3) mu lt iple, unpred ictable outcomes are 
amenable to change ; (4) interaction results in  mutual learn ing ; and 
(5) knowledge can be attained through personal ,  intu itive , rational ,  and 
empirical means.  The patient must want to be involved and the nurse m ust be 
wi l l ing to rel inqu ish some deg ree of control wh i le mainta in ing commitment to 
the prescribed treatment reg imen (Cah i l l ,  1 996; Curley, 1 997;  Morse, 1 991  ) .  
On  the social system level ,  the organization must recog nize the va lue of a 
care del ivery system that promotes ind ividual ized care (Davies et a l . ,  1 997) . 
Mutual ity results in positive consequences for both the nurse and 
patient. The patient experiences an increased sense of control (power and 
autonomy) regard ing personal health care needs (Buchmann , 1 997; Cahi l l ,  
1 996; Curley, 1 997; Henson, 1 997; Kenny, 1 990;  Koh ler, 1 988;  Marek, 1 990) .  
This enhances self-esteem and self-confidence (Buchmann,  1 997; Henson , 
1 997; Koh ler, 1 988),  increases the abi l ity to cope with the health problem 
(Marek, 1 990),  and fosters independence (Buchmann, 1 997; Cahi l l ,  1 996; 
Henson, 1 997; Koh ler, 1 988; Moughton ,  1 985 ;  Tryon & Leonard , 1 964). The 
patient is more l ikely to fol low the treatment plan (Buchmann ,  1 997;  E l l is-Stal l  
& Popkess-Vawter, 1 998; Koh ler, 1 988) for as King ( 1 98 1 ) stated : "When 
ind ividuals participate in  the decisions that affect thei r  l ives ,  there is less 
resistance to implementing those decisions, and learn ing takes p lace" 
(p .  1 34) .  Nursing interventions are more effective (Tryon & Leonard , 1 964) 
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resu lting in  more positive outcomes (Curley, 1 997; Henson ,  1 997; Marek, 
1 990 ;  Moughton ,  1 985) including a decreased length of hospital stay 
(Hanucharunkui  & Vinya-nguag , 1 99 1 ; Moughton ,  1 985) as wel l  as better 
home care management and an enriched qua l ity of l ife (Cah i l l ,  1 996) . Overa l l ,  
satisfaction with both the nurse and the care provided increases (Cah i l l ,  1 996 ;  
Hanucharunku i  & Vinya-nguag , 1 99 1 ; Henson , 1 997;  Kohler, 1 988; Marek, 
1 990) . Positive outcomes of mutual ity in the relationship for the nu rse include 
increased competence,  creativity, and learn ing (El l is-Stal l  & Popkess-Vawter, 
1 998;  Henson , 1 997;  Marek, 1 990; Min icucci , 1 998) . As role stra in  (Curley, 
1 997;  M in icucci , 1 998) and work stress (Henson, 1 997) decrease, job 
satisfaction increases (Henson,  1 997;  Tryon & Leonard , 1 964). Empirical 
ind icators of mutual ity in  the nurse-patient relationship emerge in the 
decision-making process. 
Decis ion-making. 
Decis ion-making is the process of choosing among a lternative actions 
or  reaching conclusions (Encarta World Engl ish Dictionary,  2000) .  Accord ing 
to King ( 1 981 ) ,  it is making judgments "that affect a course of action in 
specific s ituations" (p .  1 30) .  Variables affecting decision-making i nclude 
"knowledge,  experiences , goals, values, and perceptions of the s ituation"  
(K ing ,  1 98 1 , p .  1 34) .  King ( 1 98 1 )  advised nurses to "be aware of the patient's 
need for help in making decisions and need to share in those decisions" 
(p. 1 34) .  
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Tryon and Leonard (1 964) advised nurses to remember 
"acknowledgement of the need for nursing help is not an admission of inabi l ity 
to make decisions" (p .  79) .  Cahi l l  ( 1 996) regarded des i re and motivation as 
the most crucial variables in the patient's active participation , compounded by 
the severity and type of i l lness, possession and access to information ,  and 
the organ izational structure. I n  the decision-making process, information is 
power. Manipulation of information ,  as in  provid ing only selective pieces or  
withholding i t ,  resu lts in  an unhealthy power d isparity between participants 
(Leddy, 1 998 ;  Prescott, 1 985) . Leddy ( 1 998) stated the success of 
participatory decision-making rel ies on the persons involved not becoming 
"prematurely concerned with imp lementing the decision" (p .  4 1 2) .  
This means a l lowing sufficient time for negotiation ,  identified by several 
authors as the key process in  decision-making (G ibson , 1 99 1 ; Leddy, 1 998 ;  
Morse ,  1 99 1 ; Roberts & Krouse, 1 990;  Roberts , Krouse , & Michard ,  1 995) . 
Using empath ic patterns of communication,  the nurse in itiates negotiation by 
interpreting the assessment of the patient's needs,  summarizing a proposed 
plan of care ,  and encouraging the patient to q uestion and com ment on those 
activities for the purpose of reaching a decision agreeable to both nurse and 
patient (Roberts & Krouse, 1 990) . Expectations ,  as wel l  as strengths and 
resources , are examined . Roberts and Krouse ( 1 990) warned : 
This process may seem simpl istic, but it does not come easi ly to 
either the nurse or the cl ient . . .  health care professionals are 
educated to th ink of themselves as in  control and as 'the expert . '  
Cl ients have been social ized to th ink of themselves either as  the 
passive recipients of professional advice or as the u nwi l l ing targets 
of professional dominance. Neither come to the encounter wel l  
prepared for an equal interaction ,  which needs practice and 
reinforcement (p.  33) .  
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I f  consensus about a plan cannot be reached , goals need to be 
re-examined considering the patient's ( 1 )  des i re and wi l l ing ness to participate 
and (2) strengths, ab i l ities , and resources. The nurse needs to ensure that the 
patient, not the tasks involved in  provid ing care ,  remains the focus (Davies et 
a l . ,  1 997; Hewison ,  1 995 ;  Kenny, 1 990;  Lupton ,  1 995 ;  May, 1 990 ;  M i l ler, 
1 985;  Moughton ,  1 982; Tryon & Leonard , 1 964) .  The nurse demonstrates 
trust i n  the patient's abi l ity to make decisions as evidenced by resu lt ing 
patterns of communication (Davies et a l . ,  1 997; Gibson , 1 99 1 ; Thorne & 
Robinson, 1 988).  
The nurse's verbal interactions with the patient conta in  a 
conversational g ive and take, with an exchange of ideas, and a d isplay of 
respect for those ideas demonstrated in the use of words of agreement and 
satisfaction (Brown , 1 999;  Henson , 1 997) . Asking open-ended q uestions,  the 
nu rse encourages q uestions in  return , and provides explanations while 
offering choices (Davies et a l . ,  1 997; King , 1 98 1 ; Tryon & Leonard , 1 964) . 
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Rather than issu ing commands and d i rections, the empathic nurse makes 
recommendations (Brown ,  1 999;  Thorne & Robinson ,  1 988 ;Tryon & Leonard , 
1 964) . Remembering who is the focus of the interaction , the nurse talks less 
than the patient does. El iminating a l l  control l ing language from the interaction 
with the patient, the nurse does not use fi rst names, terms of endearment, or  
the p lural ized "we."  (Davies et  a l . ,  1 997) . Furthermore , the empath ic nu rse 
never engages in  "talk ing over" the patient, for as Hewison ( 1 995) expla ined : 
"The d iscussion of people in their presence, often with only m in imal efforts to 
involve them, clearly demonstrates who is in control and whose decisions 
matter" (p .  79) .  Above al l ,  the nurse does not label any patient "non­
compl iant" or "d ifficu lt" (Moughton ,  1 982) . 
Nurses who want patients to be involved in  decision-making spend 
more time with them (Davies et a l . ,  1 997;  May, 1 990) . Their movements , 
gestures ,  looks , touch , and use of space convey a sense of understanding 
(Henson ,  1 997).  That understanding includes asking about the patient's 
personal preferences and adapting hospital routines (such as meal t imes, 
bathing , visit ing pol icies) to meet them (Davies et a l . ,  1 997; Hewison,  1 995 ;  
Kenny, 1 990; K ing , 1 981  ) .  
Decision-making constitutes a function of power a s  i t  connotes the 
ab i l ity to ga in or  retain control of events and behaviors of others .  As 
previously noted , the perception of the q ual ity of care ,  the effectiveness of 
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interventions ,  and overal l  satisfaction improves with the patient's involvement 
in  making decisions regarding their  l ives . 
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CHAPTER F IVE 
APPLICATION OF A THEORY OF H IGH-QUALITY NURS ING CARE 
A theory of the mean ing of h igh-qual ity nursing care derived from 
King 's I nteracting Systems beg ins with the assumption that it is the 
professional responsib i l ity of the reg istered nurse (RN) to in itiate , promote , 
and maintain development of a therapeutic relationsh ip with the patient. The 
developmental level of the nurse's personal system significantly influences 
nu rsing actions performed in an interpersonal field . The provision of h igh­
q uality nursing care requires empath ic understanding on the part of the RN to 
faci l itate effective communication. Mutual ity in  decision-making regard ing 
goals and the actions necessary to ach ieve them enhances transaction , the 
value of the interaction . Goal atta inment corresponds to effective nursing care 
and , therefore,  is an empirical ind icator of h igh-qual ity n ursing care. This 
chapter explores the meaning and appl ication of this theory to nursing 
ed ucation ,  nursing practice,  and nurs ing research .  
Nursing Education 
Koerner ( 1 996) identified four  sets of ski l ls needed in  the provision of 
h igh-qual ity nursing care: ( 1 ) instrumenta l  (techn ical ) ;  (2) i nterpersonal 
(perception and commun ication) ;  (3) imaginal (creative and interpretive) ;  and 
(4) systems (seeing the whole in  the single part) . Nursing education focuses 
on the acquisition of these ski l ls .  King ( 1 986) defined learn ing as "a process 
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of sensory perception ,  conceptual ization , and critical th ink ing involving 
mu ltiple experiences in  wh ich changes in concepts , ski l ls, symbols,  habits , 
and values can be evaluated in  observable behaviors and i nferred from 
behaviora l  man ifestations" (p .  24) . Learn ing occurs in affective (feel ing) ,  
cog nitive (th inking) ,  and psychomotor (doing) domains (Krathwoh l ,  B loom, & 
Masia ,  1 964 cited in  King , 1 986). H ig h-q ua l ity nursing care requ i res 
competence in  a l l  th ree domains . Unfortunately, cog nitive and psychomotor 
competencies dominate nursing ed ucation as evidenced by an emphasis on 
pathophysiology and technical ski l ls .  
Expla in ing this tendency, Moyle,  Barnard and Turner ( 1 995) offered a 
ph i losoph ical view: "As technology advances, the importance of the patient as 
a human being is often relegated to the background where humans are 
treated as objects rather than subjects" (p .  96 1 ) . Woods ( 1 993) saw the 
problem less abstractly: 
Cog n itive and psychomotor competencies are taught without 
q uestion in  most preparatory courses in  nursing and have wel l­
establ ished pedagogy and taxonomies. Affective competencies, 
however, are more elusive and tend to be avoided as much as 
possib le by most nursing faculty, principal ly because of 
misunderstanding of the content that needs to be taught (p .  66) . 
Compounding the problem is the erroneous bel ief that affective behaviors are 
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a by-prod uct of cog n itive processes (Menix, 1 996). 
This misunderstanding is most evident in  tra in ing prog rams that 
operational ize empathy as a cognitive skil l rather than an affective tra it 
enhanced by cogn ition (Al l igood , 1 992) .  Learned rote verbal responses and 
cues do not requ i re ,  and are no substitute for, a nurse's self-awareness and 
perceptua l  accuracy. S ince such tra in ing concentrates on the cogn itive 
domain without incorporating affective competencies , behaviora l  changes are 
not susta inable over t ime. Preparing nurses for the provision of h igh-q ual ity 
care necessitates development of their personal system,  pr imari ly the 
cu ltivation of self-awareness and perceptual accuracy in  interpreting the 
meaning of events for others (Brooks, 1 995 ;  Menix, 1 996 ; Mayle et a l . ,  1 995 ;  
R inne,  1 987; Seeger, 1 977; Smyth , 1 996; Wheeler & Barrett, 1 994) . Such 
development both enhances empathic capacity forming a foundation for 
caring and stimu lates critical thinking abi l ity (Kovner &Schore ,  1 998; Rinne,  
1 987; Smyth , 1 996; Zimmerman & Phi l l ips ,  2000) . 
A taxonomy of affective learn ing objectives, developed by Krathwoh l  et 
a l .  ( 1 964) and endorsed by King ( 1 986) ,  places resu ltant observable 
behaviors on a continuum of increasing complexity. The five hierarch ical 
categories , described as low- to high-level behaviors ,  include ( 1 )  receiv ing , 
(2) responding , (3) valu ing ,  (4) organization , and (5) characterization by value 
or  value complex. Receiving and responding ( low-level behaviors) involve 
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"getting ,  hold ing ,  and d i recting students' attention" (Menix, 1 996, p .  202) to 
engage their participation in a process of sensitization to d iversity (Schoen ly ,  
1 994) . Valu ing and organ ization (mid-level behaviors) resu lt from personal 
values clarification and a subsequent identification of a phi losophy of l ife and 
nu rsing (Menix, 1 996).  The final and highest level of learn ing in  the affective 
domain ,  characterization by value or value complex, man ifests itself in  
consistent and committed behavior in the cl in ical setting (Schoenly, 1 994) 
demonstrating internal ization of values. 
These categories have been l inked to teaching strateg ies including 
lecture and d iscussion sessions, c l in ical logs ,  process record ings ,  case 
studies,  role play, and values clarification exercises (Burnard ,  1 986; Kal isch , 
1 971 ; Schoen ly, 1 994; Seeger, 1 977; Wheeler & Barrett, 1 994). Zimmerman 
and Ph i l l ips (2000) described the introduction of reflective practice using 
journals and conceptual drawings. Other nurse educators advocate the use of 
popular l iterature (Moyle et a l . ,  1 995 ;  Rawnsley, 1 980) , art (Smyth , 1 996) , 
and contemporary movies (Wi lt et a l . ,  1 995) to sensitize nurses to the 
d iversity of human experiences. Demonstrating and insti l l ing a sense of the 
importance of affective competencies requ i res that these learn ing 
opportun ities be introd uced early in  the program and be consciously 
incorporated into every cl inical course (Layton , 1 979; Zimmerman & Ph i l l ips ,  
2000) . 
Personal system development beg ins with an exploration of the 
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students' attitudes, values, and beliefs best accompl ished through smal l  
d iscussion g roups. S ince this entai ls the risks inherent in  self-d isclosure ,  the 
faculty must establ ish a conducive environment by model ing open and 
accepting behaviors .  Faculty members function as role models, 
demonstrat ing affective competencies in their relationsh ips with both students 
and patients . King ( 1 986) described this role as ensuring "a cl imate that is 
free from threat without being free from chal lenge" (p.  22). 
D iscussion of the experiences and feel ings of ind ividual  students 
enables the i ntrod uction and nurturance of empathic understanding . As the 
student progresses through the prog ram ,  gain ing insight into the mean ing of 
events for others,  the facu lty del iberately sh ifts the focus from the student to 
the patient (Brooks , 1 995;  Seeger, 1 977; Woods ,  1 993) . "Facu lty see their 
d iscip l ine through a student's eye , choosing content and learn ing experiences 
that support the student's growth toward identified outcomes" (Gaines, 200 1 , 
p .  1 45) .  C l in ical post-conferences center on interpersonal aspects of nursing 
care, identifying both the students' interpretation of the meaning of the 
s ituation to patients and the students' emotional response (Schoenly, 1 994 ; 
Seeger, 1 977; Wheeler & Barrett, 1 994 ; Woods ,  1 993) .  Reynolds, Scott and 
Jessiman ( 1 999) advised nurse educators that students value "seeing and 
doing it in  the here and now" (p .  1 1 80) more than classroom role-play. 
Recog n izing that the students value this mode of learn ing faci l itates their 
acq uisit ion of affective competencies. This process mirrors King's ( 1 98 1 )  
transaction model resu lting i n  goal atta inment, equated with effective and 
h igh-qual ity nursing education . 
Conclusions and Recommendations 
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H ig h-q ual ity nu rsing care requ i res competence i n  affective, cogn itive, 
and psychomotor ski l ls .  The deg ree of ind ividual competence in these areas 
d iffers depending on education and experience. As King ( 1 97 1 )  stated ,  
"ed ucational preparation is a variable in  patient care" (p .  34) . Newman and 
Davidh izar ( 1 990) , repl icating an earl ier study, concluded that g raduates of 
the baccalaureate (BSN) and associate (ADN) degree nursing prog rams d iffer 
s ign ificantly in their approaches to patient care. I n  their find ings,  BSN 
g raduates were more proficient in  assessment, d iagnosis, decision making , 
and evaluation than ADN graduates,  who were concerned most with techn ica l 
aspects of patient care. These findings,  cong ruent with the expected 
ed ucational cogn itive and psychomotor outcomes of the two programs,  do not 
d i rectly address the resultant levels of affective competence. 
Affective ski l ls are necessary for the provision of h ig h-qual ity nursing 
care for "although nursing involves assessment ,  d iagnosis, and technolog ical 
sk i l l ,  it also attends to human vulnerabi l ity and helps people cope" (American 
Association of Col leges of Nursing , 1 999 ,  p .  59) .  Development of the nurse's 
personal system ,  s ign ificantly influencing actions in  the interpersonal field ,  
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enhances empathic capacity. Baccalaureate degree prog rams,  incorporating 
stud ies in the humanities and behavioral sciences, faci l itate personal system 
development and empathic understanding (Ehmann,  1 971 ; Kunst-Wi lson, et 
a l . ,  1 98 1 ; LaMonica ,  1 979; May & Al l igood , 2000; Mayle et a l . ,  1 995;  
Rawnsley, 1 980;  Rogers ,  1 986; Smyth ,  1 996; Wilt et a l . ,  1 995) .  Therefore,  a 
BSN deg ree is the min imum educational requ i rement req uis ite for the del ivery 
of h igh-qual ity nurs ing care. Affective learn ing objectives and teaching 
strategies need to be identified and goal atta inment eva luated i n  each nursing 
course. 
Nursing Practice 
From a 1 998 study involving structured interviews of 27 nurse leaders 
responsible for the provision of nursing care in n ine medical centers ,  R .  P .  
Wi l l iams ( 1 998) derived the fol lowing defin it ion : 
Qua l ity nursing focuses on the patient as a un ique ind ividua l  with 
specific needs .  It is care provided by nurses with cl in ical competence 
and expertise. This care must meet patients' needs at or above 
accepted standards .  Qual ity nursing equ ips patients with knowledge 
and u lt imately makes a d ifference in their l ives (p. 263) . 
Patistea and Siamantra ( 1 999) reiterated the importance of focusing on the 
ind ivid ual  patient: "Knowledge of how patients perceive thei r  own caring 
needs is important for nurses to improve the q ual ity of care they provide" 
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(p .  302) . This perceptua l  accuracy constitutes an essentia l  element of 
empathic understanding v ital for effective nurse-patient interaction and 
commun ication .  Yet Reynolds and Scott (2000) concluded from a review of 
the d iscip l ine's l iterature that nurses ( 1 )  possess low levels of empathy and 
(2) value technology more than relationships resu lt ing in  (3) a genera l  
perception "that an interpersonal deficit exists in  nursing practice" (p.  230) . A 
review of contemporary nursing l iterature supports this conclusion to some 
degree. 
In the Health Care Relationships Project, a g rounded theory study of 
the evolution of relationsh ips between nurses and chron ical ly i l l  patients, 
Thorne and Robinson ( 1 988) stated it "quickly became evident . . .  health care 
professionals d id not genera l ly understand or even care about the patient's 
perspective of his own best interest" (p. 783). May ( 1 990) found that wh i le 
nu rses said they valued hol istic relationships, they depersonal ized patients 
"tend( ing) to deal with types of people, types of behavior, and types of 
d isease" (p .  308) . Curley ( 1 997) noted that when deal ing with fami l ies, 
ped iatric nurses "tend to intervene in  a simi lar manner with a l l  fami l ies whose 
needs are perceived to be essential ly the same" (p .2 1 2) .  Kra l ik ,  Koch and 
Wotton ( 1 997) noted that computerized care planning has moved the RN 
further from the bedside making "the uniq ueness of the patient as an 
ind ividual  . . .  less visible and vocal in  the process of nursing care" (p .  400). 
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Major barriers to nurse empathy and communication pert inent with i n  
the interacting systems include: ( 1 )  lack of knowledge of therapeutic potential 
(Reynolds et a l . ,  2000) ; (2) lack of interpersonal ski l ls (Bai l l ie ,  1 996; Johnson ,  
1 980; Stan iszewska & Ahmed , 1 998) ;  (3) lack of  support from colleagues and 
the organ ization (Mynatt, 1 985;  Reynolds et a l . ,  2000); and (4) lack of t ime 
(Bai l l ie ,  1 996; Gould , 1 990;  Johnson, 1 980; Morse et al .  1 992; Stan iszewska 
& Ahmed , 1 998).  Thus, we see that the problem arises not on ly from the 
undeveloped personal system of the nurse, but also from mu lt iple aspects of 
the interpersonal and social systems, especia l ly role and stress. 
The increasing complexity of and accelerating change with in  the health 
care system over the past 50 years compl icates patient care management . 
Nurs ing 's workload is marked by role complexity and role overlap (Jacox, 
1 997; Murphy, Roch , Pepicel lo ,  & Murphy, 1 997; Sines , 1 994) . Wh i le the 
d iscip l ine rel inqu ished some care activities (for example, respi ratory therapy) , 
nu rsing accepted more responsib i l ity for compl icated decision-making,  
supervision of un l icensed personnel ,  and complex techn ical sk i l ls .  F ind ings of 
a study involving 1 70 ,000 health care workers ( including 47,692 RNs) in 1 38 
acute care institutions revealed the bedside nurse performs an average of 7 4 
d ifferent activities i n  the course of provid ing care ,  more than any other type of 
hospita l worker (Murphy et a l . ,  1 997) . By the late 1 990s, nurs ing had become 
a "sum of tasks or  chores that needed to be completed and the q u icker the 
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better" (Kral ik  et a l . ,  1 997, p. 405) .  It is the sheer amount of work need ing to 
be done, not advancing technology, which overwhelms the hospital staff 
nurse . 
Although RNs continue to constitute about two-thirds of the labor 
force in  hospita ls ,  they spend less time than ever on d i rect patient care ,  
desp ite the introd uction of unl icensed assistive personnel  ( Beyers , 1 987; 
Kobs, 1 997;  Kovner & Gergen, 1 998).  Nurses spend approximately 40-50% 
of work t ime performing non-nursing activities (Boston ,  1 990;  Krapohl & 
Larson , 1 996; McClary,  1 997 ; Murphy et a l . ,  1 997). That resu lts in 
approximately 3 1 %  of the nurse's t ime being spent with the patient, or  a mere 
25-30 minutes per sh ift per patient (Gard ner, 1 99 1  ) .  Furthermore ,  65% of the 
nu rse's t ime is spent on activities delegated or  influenced by other health care 
providers with over 70% of that time spent in  activities d upl icated by other 
workers (Murphy et a l . ,  1 997) . Sociolog ist Chambl iss ( 1 996) in  h is  
ethnog raph ic study Beyond caring: Hospita ls ,  nurses, and the social 
organ ization of ethics, noted : 
M uch of their work is determined by others .  Embedded in  the 
organ ization , the nurse typically works on a tight schedule ,  with 
a long l ist of mandated tasks to be done in  a l imited time , with 
fai rly severe consequences if she fai ls to complete her work. The 
tasks , too ,  must be done accord ing to various defined standards ,  
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wh ich are often legally sanctioned (p. 8 1  ) .  
This emphasis on timely task completion red uces the patient to the status of 
an object that must be managed and thus, obstructs empathic understand ing 
(Boschma, 1 994 ; Briant & Freshwater, 1 998;  Carver & H ug hes, 1 990;  
Chambl iss ,  1 996; Hodges & Wegner, 1 997; Kenny, 1 990;  Kra l ik  et al . ,  1 998 ;  
May, 1 990) .  As Hodges and Wegner ( 1 997) warned : "Al l  the avai lable cues in  
the world wi l l  not he lp us if we do not have space to th ink about them" 
(p. 324) .  
Work overload and insufficient t ime spent with ind ividual  patients 
constitute the top two causes of job-related stress for hospital nu rses (Astrom 
et a l . ,  1 990 ;  Cal laghan ,  Tak-Ying,  & Wyatt , 2000; Foxa l l ,  Zimmerman,  
Stand ley, & Bene, 1 990;  Harris ,  1 989 ;  Healy & McKay, 2000 ;  Janssen, 
deJonge, & Bakker, 1 999;  Malach-Pines, 2000). I n  a survey conducted by the 
American Nurses Association (ANA) in 200 1 involving 7 ,299 respondents , 
75% of nurses expressed the bel ief that the qual ity of nursing care provided in  
the hospita ls where they work declined over the past two years d ue to 
i nadequate staffing and decreased time spent with patients . Concentrating on 
tasks then becomes an attempt to control the workload and decrease stress 
(Chambl iss,  1 996; Malach-Pines, 2000; May, 1 990; S ines , 1 994) . Stress 
relates d irectly to increased nurse-patient ratios due to red uced and/or 
inadequate staffing compounded by decreased lengths of stay and rap id 
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patient turnover. Baker ( 1 997) observed : "Hospital nurses have become 
famous for l iving with chaos. Their l ives are cont inual ly consumed with 
change and newness: new patients , new fam i l ies, new staff members ,  new 
doctors, new d iseases, and new technology" (p. 20). 
When the late 1 980s nurs ing shortage and ris ing salaries prompted the 
d i l ution of al l-professional staffs , nurse admin istrators chose to h i re 
u n l icensed personnel .  A 1 990 American Hospital Association (AHA) survey 
reported that 97% of hospita ls were using some type of un l icensed assistive 
personnel (UAP) , known by at least 65 d ifferent titles (Krapohl  & Larson,  
1 996; Hal l ,  1 998) . The primary purpose of these workers is to assume non­
nursing and basic cl in ical duties in  order to maximize the avai lab i l ity of the RN 
at  the bedside thus improving RN morale by  easing the workload and 
decreasing stress. No empirica l  proof exists supporting either assumption .  
Ed ucated to assume fu l l  responsib i l ity for meeting their patient's needs 
and unski l led in  delegation and supervision, many RNs perceive that their 
workload actual ly increased with the add ition of UAP. This perception is 
verified by nursing admin istration researchers who claim that the number of 
patients assigned to ind ividual RNs has increased (Boston ,  1 990 ;  Krapohl & 
Larson ,  1 996; Larson ,  1 998; Ha l l ,  1 998; McManus & Pearson , 1 993 ;  Melberg ,  
1 997) . I n  add ition ,  Krapohl and Larson ( 1 996) reported that whi le RNs spent 
1 4% of their work time for personal use, UAP spent 28% for personal 
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activities,  meaning they spent less time assisting the RN who retained 
responsib i l ity for task completion. Melberg ( 1 997) conducted a study in  five 
teaching hospitals in wh ich the hospita l with the lowest percentage of RNs 
reported the h ighest nu rs ing salary per patient day. Decreasing the 
percentage of RNs may increase the actual number of employees resu lting in  
l ittle or  no cost savings.  
Using UAP to substitute for, rather than complement, RNs increases 
complexity of provid ing patient care by decreasing the flexib i l ity and versati l ity 
of the entire staff. It is patient care needs that should d rive the decisions 
regard ing staff mix ,  not hospita l revenue. I ron ical ly, decreasing the RN staff 
may also increase adverse events and,  therefore , costs . For example,  after 
conducting a study i n  506 hospita ls in  ten states across the country, Kovner 
and Gergen ( 1 998) concluded an addit ional 30 minutes a day of d i rect 
nursing care by a RN may red uce post-operative infections by 4 .5% .  
Furthermore ,  the use of UAP as  a substitute for RNs  i n  performing 
c l in ical d uties violates the institution's social contract with the commun ity. As 
Melberg ( 1 997) explained : 
Institutions with sol id commitment to the i nteg rity of patient care 
restructure their organ izational pyramid not nurs ing .  Patients are 
admitted to hospitals because they need a reg istered nurse to help 
them regain function and survive . Nursing care means just that -
d i rect care by a nurse. When any care g iver other than a RN 
provides d i rect care ,  the faci l ity has failed to del iver the promised 
product (p. 47) . 
Conclusions and Recommendations 
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Determination of adeq uate R N  staffing levels, critica l to the del ivery of 
h ig h-q ua l ity nursing care, reflects ind ividual  and aggregate patient needs as 
wel l  as the cl in ical competencies requ i red to meet those needs (ANA, 1 999) .  
The way to manage complexity in the acute care setting is not by add ing 
layers of personnel , especially personnel who are incapable of manag ing the 
complexity a lready present and who actua l ly increase the stress in  the 
environment. Once again ,  the problem lies in  the d iscip l ine's cont inu ing 
inabi l ity to recognize and clearly articulate their  ro le in  health care. As Beyers 
( 1 987) noted : "Nursing has, over the years, never resolved its identify crisis" 
(p. 76) . Newman ( 1 990) put it most succinctly: 
The time is long overd ue for the profession to move from having 
nurses with various levels of education doing the same th ing , or 
nurses with one level of preparation doing everyth ing ,  to practitioners 
with d ifferent levels of preparation doing d ifferent, interrelated th ings 
(p. 1 67) .  
Nursing's contribution to contro l l ing costs whi le provid ing h igh-qual ity care wi l l  
be increasing productivity through efficient organization of the work and 
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uti l ization of resources (Gardner, 1 99 1 ; Manthey, 1 994; Smith , 1 987) . 
Effective organ ization wi l l  not occur through a reordering of a reduction istic 
l ist of tasks , but rather through clarification of the role of the professional  
nu rse. 
Managing the workload demands clarification of roles with in the 
nu rsing process, the art and science of nursing as it is practiced at the 
bedside. Any staffing pattern that recogn izes and uses the d iffering talents, 
ed ucation ,  and experience of a RN constitutes a form of d ifferentiated 
practice . As Wake ( 1 990) defined it, d ifferentiation is "any mechan ism that 
counteracts the idea that 'a nurse is a nurse"' (p .  49). C l in ical ladders, 
compensatory prog rams created to reward RNs for remain ing in  patient care 
areas, are not forms of d ifferentiated practice as they "merely 
compartmenta l ize levels of performance with in  the trad itional staff nurse role" 
(Tonges, 1 993 ,  p. 1 8) without a l lowing RNs to realize their practice potentia l .  
C l in ica l ladders are not used to gu ide patient assignment nor is career 
advancement related to patient outcomes. 
Differentiated practice is not to be confused with the entry into practice 
argument, referring to the minimal level of education req u i red to sit for 
l icensing examinations.  The age old arg ument that since there is on ly one 
version of the examination there can be only one level of nurse is neither 
log ical nor valid - nor is it the purpose of the examination to place all RNs on 
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one level . I n  an "era of chaos" in  which complex organ izations profess to 
value the knowledge worker, ro les must be determined by education 
(Koerner, 1 993) . Differentiation of the RN role must be based on education . 
Viewing d ifferentiated roles throug h the nursing process lens, the BSN 
devotes the majority of  time and energy to plann ing and evaluating ,  whi le the 
ADN special izes in  i ntervention .  The BSN is ded icated to the overal l  
management and coord ination of the patient's enti re hospita l stay by 
assuming a leadership role in  mu ltid iscip l inary activity associated with each 
patient. This nurse meets dai ly with each patient to assess, p lan ,  intervene, 
and eva luate prog ress toward mutual goals. D ischarge plann ing is a major 
focus of these activities . During a l l  th is ,  the BSN acts as an on-site patient 
advocate and case manager to ensure the maintenance of the patient's 
ind ividua l ity. 
Morse ( 1 99 1 ) noted work patterns (shift rotations and days off when 
working twelve hour shifts) as wel l  as dai ly changes in  patient assign ment 
force patients to continual ly establ ish new relationsh ips.  "From the patient's 
perspective, the cl in ical relationship means that nurses are invis ib le and 
interchangeable, rather l ike an excel lent waiter, unnoticed and in  the 
backg round ,  as long as one's needs are met" (Morse, 1 99 1 , p .  467) . 
The BSN having a caseload rather than a shift assignment assures 
consistency of care and the opportunity to develop a therapeutic relationship .  
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The ADN , providing care to an assigned g roup of patients over the 
time span of a sh ift, concentrates on cl in ical physical assessment, 
admin istration of med ications ,  in itiation and maintenance of i ntravenous 
flu ids ,  monitoring , and documentation . Each nurse, whether ADN or BSN ,  
remains involved in  a l l  steps of the nursing process, but to varying deg rees 
and with in  d iffering time frames. It is a basis for a d ivision of labor, not 
dup lication of effort . Aga in ,  it is Newman ( 1 994) who summarized : 
Differentiation of practice is both an economy measure and a qua l ity 
measure .  It has not been reasonable to have practitioners with 
d ifferent levels of preparation doing the same thing , or to req u i re al l  
practitioners to have the same level of preparation .  The first approach 
underuti l izes some nurses and overextends others and does not 
promote col laborative partnership in practice. The latter does not take 
i nto consideration the type of education needed for the various 
responsib i l ities of nurses in health care (p. 1 26) .  
Regard less of their educational background,  both ADN and BSN 
g raduates are expected to fi l l  the standard staff nurse position when 
employed by an acute care institution .  Despite purpose statements and 
identification of competencies of associate and baccalaureate nursing 
ed ucation programs, many nurses are educated for an und ifferentiated role .  
This adds to their  stress when they enter practice d ue to the underuti l ization 
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and over-extension mentioned by Newman ( 1 994). Stress has a negative 
impact on both thei r  provision of care and their intent to cont inue practicing in  
the d iscip l ine.  
Nursing Research 
I n  response to two stud ies focusing on the roles of RNs in del ivering 
h igh-qual ity care conducted by the Economic Pol icy I nstitute, the ANA ( 1 999) 
Board of D irectors approved a set of staffing principles based on patient 
needs and RN competencies. Recommend ing research addressing the 
relationship between staffing and patient outcomes, ANA (200 1 )  proposed a 
national state leg islative agenda including a mandated col lection of workforce 
and nu rsing-sensitive q ua l ity data. The desired outcomes identified by ANA 
( 1 999) are synonymous with the atta inment of goals identified in this study as 
empirical ind icators of qual ity: ( 1 ) improved health status;  (2) appropriate self­
care function ing ; (3) health-promoting behaviors ;  (4) perception of being wel l  
cared for; and (5 )  symptom management. Furthermore ,  length of  stay reflects 
economic ind icators of the qual ity of care (ANA, 1 999) . I ncluded i n  the 
leg islative agenda is a mandate to incorporate nursing research and 
workforce data into pub l ic  reports of hospital q ua l ity ind icators (ANA, 2001 ) .  
D iscussing the need for research regard ing nu rsing care q ua l ity , 
Campbei i-Heider et a l .  ( 1 998) noted : "U nfortunately, information about 
interpersonal processes is more d ifficu lt to extract and measure than 
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techn ica l  sk i l ls .  Consequently, there is a dearth of data documenting the 
essential nature of nurs ing" (p.  27) . Even though it is not d i rectly testab le, the 
g rand theory of high-qua l ity nursing care derived from King's framework 
provides a basis for documenting that essential nature through further 
exploration of empathy and mutual ity, generation of middle-range theories 
regard ing thei r  relationship to qual ity , and empirical testing .  Fawcett ( 1 992) 
stated : 
Concepts are empirically observable if they are con nected to empirical 
ind icators by operational defin itions .  Propositions are measurable 
when empirical indicators are substituted for concept names in  the 
propositions and when statistical procedures can provide evidence 
regard ing the assertions made (p.  41  ) .  
What is essential i s  that operational defin it ions and measu rement instruments 
be congruent with the theory and the conceptual model .  For example,  in this 
theory, empathy is defined as an affective tra it. Therefore , using an 
instrument that measures empathy as a learned state would be inappropriate 
and inval idate the study. 
Empathy 
Since it is an inherent developmental trait, empathy cannot be taught. 
H owever, it can be nurtured through learning strateg ies influencing the 
affective domain (Wilt et a l . ,  1 995) .  Learn ing objectives can be developed and 
progress toward attain ing them evaluated . Longitudinal stud ies are needed to 
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assess the i nfluence of h igher education on the development of empathic 
understand ing . P ropositions specific to the personal system need ing testing 
include: ( 1 )  self-awareness promotes perceptual accuracy correspond ing with 
empathic understand ing (and vice versa) and (2) fostering development of 
competency in  the affective domain increases empath ic understand ing .  
The theory proposes that goal atta inment corresponds to  effective 
nu rsing care and ,  therefore , is an empirical ind icator of h igh-qual ity nu rsing 
care. The relationsh ip between the nurse's empath ic understand ing capacity 
and the patient's goal atta inment provides an outcomes study that examines 
the interpersonal nature of nursing . Propositions specific to the interpersonal  
system need ing testing include: ( 1 )  empath ic understanding increases the 
speed and effectiveness of nurse-patient communication and (2) empath ic 
understanding on the part of the nurse increases the perception of qua l ity on 
the part of the patient. 
The relationship among the interpersonal and social system concepts 
role ,  stress, and organization and empathic understanding needs to be 
explored in l ight of contemporary hospita l practice. How does nurse empathy 
affect interaction and commun ication with other health care d iscipl i nes? Does 
empath ic interaction have an affect on the q ua l ity of care nurses provide to 
patients? To what extent do rising acuity levels and shortened lengths of stay 
affect the nurse's ab i l ity to develop a relationship with patients? If  it is not 
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possible to provide h igh-qual ity nursing care as defined by this model in  
today's hospita l ,  what are the defin ing attributes of hospita l nurs ing practice? 
Mutual ity 
Curley ( 1 997) concluded that qual itative methodology would expl icate 
m utual ity best: 
Testing mutual ity req uires matching the patient's and nurse's report of 
the deg ree of shared connectedness and mutual benefit with in  the 
dyad.  One cannot test outs ide the paired relationsh ip because 
mutual ity can on ly be ach ieved with in  a relationsh ip .  Data points may 
include reports of shared understanding , empowerment, satisfaction , 
benefit, cong ruent outcomes, and the absence of role strain  (p .  2 1 2) .  
Propositions from this study's theory need ing testing include:  
( 1 ) qua l ity of nursing care increases as the d isparity in  the deg ree of power 
g ranted to and exerted by the participants of the interaction decreases and 
(2) mutual decision-making increases the perception of the q ua l ity of care, the 
effectiveness of interventions, and overal l  satisfaction. Stud ies exploring 
patients' desire and wi l l ing ness to be involved in making decisions regard ing 
care across settings (hospita ls ,  ski l led nursing un its, nurs ing homes , 
ambulatory cl in ics , etc) as wel l  as the relationship between mutual ity and cost 
of care are needed . 
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Conclusion 
By conceptual iz ing high-qual ity nursing care with i n  King's I nteracting 
Systems Framework, nursing knowledge is d ifferentiated from that of 
medicine, resu lting in conceptual and theoretical clarity. Nurs ing is concerned 
with actions and processes by which positive changes in  a person's hea lth 
status are effected (Fawcett, 1 995) .  The experience of h ig h-qual ity nursing 
care arises from interpersonal interaction and transaction a imed at ach ieving 
m utual ly determined health status goals. These interpersonal processes are 
influenced heavily by nurses' personal system developmental levels and 
socia l  system determination of ro le and power. This clarification of h igh­
q ual ity nu rsing care is proposed to faci l itate col laboration with other health 
care d iscipl i nes for the benefit of the ind ividual patient by provid ing an 
understanding of  the domain and scope of nursing necessary for professional 
autonomy. 
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